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ABSTRACT 



To evaluate the effectiveness of Service Unit 
Management (SUM) in reducing costs, improving quality of care, saving 
professional nursing time, increasing personnel satisfaction, and 
setting a stage for further improvements, a national questionnaire 
survey identified the characteristics of SUM units, and compared the 
performance of a total cf 55 units with and without SUM. Data 
collected from each unit included personnel costs, quality of care, 
patient work lead, personnel satisfaction, organizational tension and 
management style, personnel acceptance of SUM, assignment of 
responsibility, and type of SUM organization. Evaluation by a 
multi-disciplinary research team, representing the disciplines of 
industrial engineering, organizational science, and social 
psychology, revealed that in general SUM was serving the purposes 
claimed. In addition, the activities which characterize a unit 
management pregram were grouped as logistic and clerical, patient 
support, and administrative activities. Other findings are provided 
for the focus cf SUM, organizaticnal structure, unit manager 
qualifications, and the change process. An activities list and 
additional readings are appended, and an annotated bibliography of 
current literature on SUM is included. (SE) 
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FOREWORD 



; This report of a study of the process of bringing rational eco- 
nomic and organizational decisions into an environment where 
professionals practice may be viewed as a companion piece to the 
report of the National Commission for the Study of Nursing and 
}; Nursing Education. A growing number of nurses have become 
i increasingly vocal in their demands for increased emphasis on clin- 
ical practice and the report of the Commission stresses the urgency 
| that nursing must be allowed — and required — to practice at its very 

| highest capacity. The underlying issues and problems most fre- 

l quently cited by nurses, as impediments to practice, have been 

| that the hospital system deluges the nurse with work that involves 

l administration, supervision and training and that patient care 

j becomes more and more remote. 

I The facts are quite evident for study after study has revealed that 
only about 25-75% of the skills of registered nurses are available 
■ for patient care services. It has been widely assumed by nurses as 
well as by administration and physicians that relieving the nurse of 
non-professional duties would enhance the quality of nursing care 
through the availability of more nursing time for direct patient 
care services. But the report of the appraisal of the Service Unit 
Management concept clearly isolated a recurring and persistent 
problem of nursing service. For although the professional staff was 
i relieved by selected non-professional activities, their time shifted 
| only in part to patient centered activities. The major problem, simi- 
lar to the findings of the Commission, was the absence of a re- 
orientation of the nurse practitioner as well as absence of clear cut 
objectives and goals for the nurse. 

This report clearly depicts the interrelation of organizational 
change to the potential for changes in traditional practices of 
nurses as well as other health service personnel — changes in the 
work habits, attitudes and values of personnel. Certainly the need 
for nurses to place greater emphasis on and recognition of skilled 
nursing practice is not debatable. But if an organizational system 
facilitates divestment of non-nursing functions that are time con- 
suming, nurses must assume responsibility for the redirection of 
nursing time and effort toward actual practice. 
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Great emphasis is being given today to tlfe external affairs of 
hospitals and the manner in which the individual hospital fits into 
the community and the total health care organization. This con- 
cern is appropriate and necessary if hospitals and the health care 
system are to maximize their effectiveness — l|ut it only deals with 
one side of the coin. The internal affairs of hospitals have much to 
do with hospital effectiveness and efficiency. 1 No matter how well 
designed the hospital and health care system 1 ! its ultimate purpose 
and performance resides at the point wher^ things are done for 
and to individuals. That is where the action i$ and the most crucial 
and costly segment of that action occurs on t|e patient care unit of 
the general hospital. That is also the site of tSfie most complex and 
difficult management situation in American enterprise, 
point a myriad of diverse activities must be 
sive, individualized service for each patient 
care unit. 

In the last decade considerable concern 
the organization of the patient care unit. 
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conducted as 
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It is paradoxical that public pride generate^ by the great medical 
advances of the forties and fifties is now turning to general unhap- 
piness and even open hostility because of tfte costs and ineffec- 
tiveness of the medical care delivery systenr 
surprising because when we did not know 
much to do and it did not cost much. The n 
technical revolution did not diminish the nj 
personnel — it stimulated an easy going proftj 
pared, unexpected and even unwelcome thty 
our nation. Our problems and inadequacy 
number of different causes, most of them 



This attitude is not 
much there was not 
tedical scientific and 
>ed for facilities and 
ssion into an unpre- 
d largest industry in 
are ascribed to a 
true, i.e., too many 
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people, too much government, obsolete facilities, not enough 
money, etc. The remedy according to most authoritative sources is 
to fill the gaps of deficient medical manpower, all categories, by 
doubling the size and number of medical schools, pouring untold 
millions into new professional and technical training programs and 
a multitude of lesser schemes. If we are realistic, we must accept 
the fact that it is not possible to satisfy the medical needs of modern 
society by trying to refine a system poorly designed and barely ade- 
quate a half century ago. j ; j: 

Much effort needs to be expended on devising better means of 
distributing the talents of highly trained personnel. There must be 
more discriminating exploitation of expensive facilities in accor- 
dance with the medical needs of patients. The health industry is 
among the largest employers of personnel and new management 
techniques such as SUM are mandatory. ! j 

After two or more decades of an accelerating rate of nursing 
personnel shortage, the physician should seize upon and assist in 
the implementation of programs such as SUM as one means of 
providing effective assistance programs which currently are inferior 
or absent. ; j ' f '| . 

Lowell T. Coggeshall, M D. 

\\ Vice President Emeritus and Trustee, 
lj University !of Chicago ^jj 
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INTRODUCTION 



SUM, also referred to as Service Unit Management or Ward 
Management, is an organizational concept for patient care units in 
hospitals. Under SUM the responsibility for carrying out certain 
non-nursing tasks is given to a unit or ward manager whose staff 
works separately from the nursing organization. 

Several versions of SUM are in use and vary at least two ways: (1) 
the place of SUM in the hospital organization; and (2) the respon- 
sibility of the unit manager. In the organizational structure there 
may be a difference in the person to whom the manager reports: 
the administrator; an assistant to the administrator; the director of 
nursing; or a nursing supervisor. The responsibility of the unit 
manager may vary in terms of the number of nursing units, num- 
ber of patient beds, and the activities and tasks under his supervi- 
sion. jj • 

This report, an appraisal of the SUM concept, is based on a W. K. 
Kellogg Foundation sponsored two and one-half year study in 
eight hospitals. Stress has been placed on the evaluation of the 
SUM concept and on isolating the problems in implementing and 
operating a service unit management program. The study team 
analyzed SUM as it existed in study; hospitals so that guidelines 
could be suggested for introducing SUM in a manner to assure 
maximal acceptance. il ! j 

The report is weighted to conclusions reached by a multi-disci- 
plinary research team rather than to extensive presentations of sta- 
tistical data for the reader to analyze. The evaluations are pre- 
sented in three major chapters written from the perspective of 
three different disciplines: industrial, engineering; organizational 
science; and social psychology. The principal authors were active in 
the investigation and all were faculty members of The University of 
Michigan. In nursing observation studies, registered nurses were 
used as observers in all instances. j 

The study consisted of two parts: a national questionnaire survey 
to identify hospitals with SUM and the characteristics of those 
units; and a definitive study of eight selected hospitals so there 
could be a comparability of performance between those with and 
without SUM. | 

Fifty-five patient units were investigated in the eight hospitals 
including 32 units with SUM and 23 without. The patient units 
studied were restricted to medical,; surgical, and medical-surgical. 

il • 
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Three types of hospitals were included in the study: hospitals that 
did not have SUM on any of their units; hospitals that had SUM 
throughout; and hospitals with SUM on some units and not on 
others. In the last category a sample of both SUM and non-SUM 
units was included in the study. 

In the definitive study of each patient unit in the study sample/ 
data were collected for measurements in the following areas: 

— Personnel costs 
— Quality of care 
— Patient work load 
— Personnel satisfaction 

— Organizational tension and management style 
— Personnel acceptance of SUM 

— Assignment of responsibility for activities between nursing/ 
SUM, and other departments. 

— Type of SUM organization 

To supplement the formal data collection/ extensive interviews 
were held with key personnel of all the study hospitals. 

An extensive annotated bibliography has been added to provide 
a current summary of literature on SUM. Many citations from 
"unpublished" sources were made available through the Cooper- 
ative Information Center for Hospital Management Studies, The 
University of Michigan. 

The eight study hospitals included William Beaumont Hospital, 
Royal Oak, Mich.; Borgess Hospital, Kalamazoo, Mich.; University 
Hospital, Ann Arbor, Mich.; Toledo Hospital, Toledo, Ohio; Pres- 
byterian-St. Luke's Hospital, Chicago, III.; University of Chicago 
Hospitals and Clinics, Chicago, III.; Massachusetts General Hospital, 
Boston, Mass.; and Peter Bent Brigham Hospital, Boston, Mass. 
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CHAPTER I. 

WHY CONSIDER SUM?* 







Hospitals have had a variety of reasons for introducing service 
unit management (SUM). This chapter will discuss the objectives 
generally expressed for SUM along with study results which indi- 
cate whether the realization of the objectives can be expected, 
and, if so, under what conditions. 

The objectives generally advanced for introducing SUM include: 

1. Reduction in cost; 

2. Improvement in quality of care; 

3. Saving professional nursing time, and thus reducing the 
nursing shortage; 

4. Increasing personnel satisfaction; and 

5. Setting a stage for further improvements. 

In order to investigate the effect of SUM from the standpoint of 
each of these objectives, it is necessary to have an understanding 
of the interrelationships that may exist. Furthermore, it is evident 
that the presence or absence of SUM is only one organizational 
factor that determines the nature of performance of the patient 
care operation. Other factors, such as the staff size and staff mix, 
the quality of the staff, the equipment and facilities available, and 
the type of management and supervision may influence the level 
of performance, and thus the degree to which the objectives can 
be met. 

In order to obtain a conceptual understanding of the patient 
care operation in terms of how the presence or absence of SUM 
and the other organizational factors may influence the various 
objectives expressed by the five purposes for introducing SUM, a 
graphical representation of the situation is illustrated in Figure 1-1. 

Although this illustration does not show the actual effects, it 
does provide a framework for discussing the results of the study. 
The material that follows focuses entirely on the discussion of the 
effect of SUM on operational objectives and does not present 
results of the effects of other organizational factors on these objec- 
tives. These factors, however, are identified for an obvious but 
often overlooked reason: any single organizational change repre- 

•Richard C. Jelinek, Ph D., formerly Associate Professor of Hospital Ad- 
ministration and Associate Professor of Industrial Engineering, The Univer- 
sity of Michigan, had the primary responsibility for drafting this chapter. 
Dr. Jelinek is currently Vice President of Medicus Corp. 
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FIGURE 1-1 

CONCEPTUAL MODEL OF THE 
PATIENT CARE OPERATION 




Legend: The lines joining the various boxes represent the anticipated relation- 
ships with the arrows indicating the direction from the anticipated 
cause to the effect. All of the organizational factors are causal factors in 
that they determine the level of performance as expressed by the oper- 
ational objectives (measures of performance). The boxes associated 
with the operational objectives are identified by the numbers corre- 
sponding to each of the purposes for introducing SUM. This concep- 
tual model for the patient care operation identifies only some of the 
major factors that characterize the organization and its objectives, and 

indicates only the major anticipated relationships. 
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sents only one factor in many that influence performance. Thus, 
one conclusion of our study: although SUM, in general, is asso- 
ciated with higher performance, if some other set of organizational 
factors is unfavorable, performance may be low even when SUM is 
present. 

This model is useful as a framework to facilitate a discussion of 
the effect of SUM on the objectives associated with each objective. 
Because of the critical nature of the objectives associated with the 
first two purposes, those of "cost" and "quality," a discussion of 
the measurements used for them and the observed inter-relation- 
ships between them will precede the discussion related to the 
effect of SUM on them. 

COST AND QUALITY FACTORS 

Cost and quality of the patient care operation, although repre- 
senting only a sub-set of all possible objectives regarding perfor- 
mance, are two basic dimensions of performance measurement. 

"Cost" is the measure representing the cost of resources asso- 
ciated with the output. In this study, the cost is in terms of person- 
nel resources per patient day and is viewed in two ways: personnel 
hours per patient day; and personnel cost per patient day. The 
study also provides for an adjustment for differences in patient 
conditions by classifying patients on the study units according to 
the degree of care required, investigating the effect of different 
classes of patients on need for personnel time, and using this infor- 
mation to create a workload index for each of the patient units. 
Staff size and cost, besides being compared on a per patient day 
basis, were also compared on a per workload index basis. 

"Quality" is the measure of the level of service provided. Three 
approaches were used in this study to obtain a measure of quality: 

1. the use of a quality index based on sample observations di- 
rected toward measuring the presence or absence of cer- 
tain attributes associated with the quality of patient care; 1 

2. the use of expert judgment by professional nurses who 
observed the patient care operation; and 

3. the perception of nurses working on the patient units as to 
the quality of care on their units. 

The relationship between the "quality" measure and the "cost" 



‘Quality Sampling Instruments, Bureau of Hospital Administration, The 
University of Michigan, Ann Arbor, 1968. 
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measure is of utmost importance. It can be argued and, in fact, it 
has been supported by data from this study, that although invest- 
ing more money in personnel improves quality, it does so at a 
decreasing rate. 

Experienced administrators will never argue that they have the 
perfect organization (i.e., the one that gives the last possible incre- 
ment of quality for every dollar spent). Organizational change, 
such as introducing SUM can, in fact, improve the overall level of 
efficiency and thus can raise the level of quality for any given level 
of personnel (cost). Figure 1-2 illustrates a situation where the 
introduction of SUM improves the efficiency. 

In this figure the solid line represents the situation for the non- 
SUM organization and the dotted line for an SUM set-up. This 
framework now makes it possible to evaluate the effect of the 
organizational change without requiring that either cost or quality 
be held constant. In short, a hospital can use SUM in an attempt: 

1. to improve quality and hold costs constant (move from 
point 0 to A on Figure 1-2); 

2. to cut costs and hold quality constant (move from point 0 to 
B); 

3. to do a little of both (move from point 0 to C); 

4. or even to sustain a small cost increase to make a larger 
quality improvement (point 0 to D). 

It is the last of these that most hospitals introducing SUM use. 

This "cost-quality" relationship also points out the need to con- 
sider "cost" and "quality" simultaneously when making compari- 
sons ot different patient care units. It can be seen from Figure 1-2 
that a patient unit with a less efficient system (represented by point 
X) can provide higher quality of care than a patient unit in a more 
efficient system (represented by point Y) but only at a much higher 
cost. 

With an understanding of the "cost-quality" relationship, we can 
now proceed to discuss the arguments that are given to support 
each of the motives for introducing SUM along with the relevant 
results of the SUM study as it relates to each such motive. 



UNIT MANAGEMENT TO REDUCE COST 

1. Arguments in Support of This Purpose 

a. Unit management will relieve the professional nurse of non- 
professional tasks and assign these tasks to SUM personnel at 
an appropriately lower skill level associated with a relatively 
lower wage. 




COST (Personnel) 
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b. The unit management staff is expected to function more effi- 
ciently than the traditional organization due to a clearer 
specification of responsibilities and administratively oriented 
supervision. 

2. Results of the Study 

There is no evidence that the introduction of SUM reduces 
personnel cost. Table 1-1 summarizes the cost per patient day in 
the study hospitals. 



TABLE M 

PERSONNEL DOLLAR 
COST INDEX PER PATIENT DAY 



HosDital 


SUM 


Non-SUM 


1 * 


7.32 


5.12 


2 


6.18 




3 


6.24 




4 


3.89 




5 


5.66 




6 * 


7.06 


4.71 


7 




5.99 


8 




6.43 



Average 6.09 5.56 

‘Hospitals 1 and 6 each had patient units of both SUM and non-SUM type. 



Legend: These costs represent personnel costs over a ten hour period which 
begins at the start of the morning shift and includes week days only. In 
order to make personnel costs comparable between hospitals, a national 
average wage is calculated for each personnel category and, further- 
more, costs are corrected for any differences in patient conditions. The 
costs in the table, therefore, should not be viewed as actual dollar cost, 
but as a cost index which is meaningful in a relative way when interest 
lies in comparing cost differences between hospitals. 

The average personnel cost in all the study hospitals on patient 
units having SUM is slightly higher than for the units without SUM. 
It should, however, be pointed out that, because there is a rela- 
tively wide range cn these costs for both SUM as well as non-SUM 
units, the difference is not statistically significant. 

The fact that actual personnel costs have not been reduced does 
not provide enough information to conclude that SUM does not 
have the potential to reduce cost. Cost is a direct result of the 
number and type of personnel assigned to the unit and not an 
indication of the unit's efficiency. That is, the same number of 
personnel could be accomplishing more (providing a higher level 
of service and thus quality) in the SUM environment. 

The absence of cost reduction in the introduction of SUM can 
be explained at least in part by the fact that none of the study 
hospitals introducing SUM gave cost reduction as the primary 
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objective for introducing it. In all cases, the primary objective was 
either to improve quality of care, or to increase the utilization of 
professional personnel so as to reduce the problem of staff short- 
age and not necessarily to reduce the existing staff. Cost reduction 
was indicated as a secondary objective by most hospitals. In addi- 
tion, to increase the probability of the success of SUM, there has 
been a tendency for the hospitals that began the introduction of 
SUM on some of their patient units to provide these units with 
higher than average staff levels. 

It should also be pointed out that this study has limited itself to 
evaluating personnel costs on the patient unit and has not evalu- 
ated the effect that SUM may have on other costs such as ancil- 
lary departments, utilization of supplies and equipment, and 
administrative costs. There is, however, speculation that many of 
these other costs will, in fact, be somewhat reduced by the intro- 
duction of SUM. This is expected because of the more concen- 
trated effort on the part of the. unit manager to deal with other 
departments and with administrative responsibilities. Under the 
non-SUM system, the head nurse in charge will consider these 
responsibilities secondary to the responsibility for patient care. 

Consider the reasons given for the belief that SUM will reduce 
costs. 

1. Relieve the Professional Nurse of Non-Prof essionai Activities 

The argument is supported in part. The work sampling study 
which measured the time personnel devoted to various activity 
categories showed that the professional staff-head nurse (HN), 
registered nurse (RN), and licensed practical nurse (LPN)— in all 
the study hospitals devoted somewhat less time in the general 
category of unit-centered activities 2 and indirect patient care. Both 
of these categories include a large portion of activities that do not 
require professional nursing skills. The professional staff also 
reduced the proportion of its time to personnel-centered activi- 
ties. 3 This was due to the fact that under SUM the unit manager 
relieved the head nurse and to some degree the registered nurse, 
of responsibility for personnel activities as shown in Table 1-2. 



2 These include: obtaining, dispensing, and maintaining material for the 
unit; all housekeeping and dietary activities on the patient unit; messenger 
service; patient transportation; and other miscellaneous unit centered 
activities. 

Personnel centered activities include: professional staff development; 
personnel management; and student nursing program. 
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TABLE 1-2 

PERCENTAGE OF TIME DEVOTED TO ACTIVITY GROUPS 
BY THE PROFESSIONAL STAFF (HN, RN AND LPN)* 





Non-SUM 


SUM 


Difference between 
Non-SUM and SUM 


Direct Patient Care 


26.0% 


28.5% 


+2.5 


Indirect Patient Care 


44,8% 


43.2% 


-1.6 


Personnel Centered 


4.9% 


3.5% 


-1.4 


Unit Centered 


10.2% 


9.0% 


-1.2 


Personal, Unoccupied 
and Standby 


14.1% 


15.8% 


+1.7 



♦Head Nurse 
Registered Nurse 
Licensed Practical Nurse 



The data also indicate, however, that the time saved by the SUM 
system in the unit-centered activities (non-professional) and the 
personnel-centered activities was not fully utilized by the profes- 
sionals. There was some increase in direct patient care activity; 
however, there was also a significant increase in personal, unoccu- 
pied, and standby time. 

Thus, the study indicates that although the SUM system is effec- 
tive in relieving the professional nurse of non-professional activi- 
ties, the professional nurse does not take full advantage of the 
situation in terms of devoting the time saved to productive profes- 
sional activities which should be reflected in the time devoted to 
direct patient care. The study does provide evidence— primarily 
from interview data— that in the introduction of SUM in all the 
study hospitals, little attention was placed on the effective reorien- 
tation of the professional nurse. 

Although the effect of SUM on the proportion of time the pro- 
fessional nurses devote to the various activities has been consistent 
for all the professional categories, it had a greater impact on the 
HN than on the RN and LPN. For example, whereas the shift in 
direct patient care for all professionals has been from 26.0% in 
non-SUM to 28.5% in SUM, for the HN alone it has shifted from 
11.9% to 18.2%. 

2. Unit Management Is More Efficient 

The argument that unit management is expected to function 
more efficiently due to a clearer specification of responsibilities 
and administratively oriented supervision is supported by the study 
results. Although, as pointed out earlier, the hospitals that intro- 
duced SUM did not reduce their cost on a per patient basis (in 
fact, it was slightly increased), the study results show that under the 
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SUM system, the level of the service (m 
patient care) increased. The increase in q 
proportionately greater than what it would b 
the staff in the non-SUM situations to those 
SUM. 



UNIT MANAGEMENT TO IMPROVE THE QUALITY OF CARE 



ejasured in quality of 
ijality is, furthermore, 
by simply increasing 
evels experienced by 



ited supervision that a 
rm at higher efficiency 



1. Arguments in Support of This Purpose , 

a. By releasing professional nursing stsjjff from non-nursing 
activities the professional staff will have more time available 
for professional activities and thus will be able to improve the 
quality of this aspect of patient care. j! 

b. As argued under the cost motive, the ijnit management staff, 

responsible for a clearly defined sub-set of patient unit activi- 
ties and under administratively oriented supervision (as 
opposed to a more professionally orie r 
head nurse is likely to give), will perfqr 
and provide better quality. | 

2. Results of the Study: General Results Regarding Quality 

The study results show SUM units in the s(|udy hospitals averaged 
somewhat higher in quality than comparabfe non-SUM units. This 
difference was observed in all three techniques used in the study 
to measure quality: in the quality index; in Ihe expert judgment of 
professional nurses; as well as in the perception of the nurses on 
the units. These are illustrated in Figure* 1-3. The quality measures 
were scored on a 100 point scale, where th# lowest quality patient 
unit was scored as zero and the highest qua! ty unit as 100. 

For each of the techniques used to measure quality the figure 
presents comparative results for three qualify sub-indices. The first 
of these, quality of nursing tasks, reflects the quality of those tasks 

which include activi- 
fety, patient comfort, 
cond index, quality of 
on-nursing type tasks, 
f the patient room and 
building management, 
quality of both nursing 



for which the nurse is primarily responsibly 
ties dealing with patient welfare and s« 
patient chart and nursing care plan. The sc 
non-nursing tasks, reflects the quality of r 
including the cleanliness and appearance ct 
patient unit, ward administration, and ward 
The third index, overall quality, reflects the 
and non-nursing tasks. All of the differences are statistically signifi 
cant. I 

The results presented in Figure 1-3 represent actual averages of 



the quality measures in all of the study hoi 
the SUM patient units, at an average, have t 



pitals. Recognizing that 
somewhat higher cost, 
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and that cost (staff size) itself can influence quality, a further analy-^ 
sis aimed at separating the effects of cost (staff size) and introduc- 
tion of SUM was conducted. Results of this analysis, presented in 
Table 1-3, may be interpreted as measuring the change in the qual- 
ity measure that the study hospitals would have experienced if 
they had kept their cost per patient day constant. This analysis was 
done using the quality index measure. It represents further evi- 
dence that SUM has a favorable effect on quality. 

TABLE 1-3 

DIFFERENCE IN QUALITY INDEX 
WITH PERSONNEL COST DIFFERENCES ELIMINATED 



Net Quality Advantage of SUM Over Non-SUM Units 
Quality of Nursing Tasks +4.28* * 

Quality of Non-Nursing Tasks +8.47 

*A comparative rating scale of 0-100 was used. 



Some additional insight into the effects that SUM may have on 
quality can be obtained when the results of the study are viewed in 
terms of the two arguments that are generally given in support: of 
SUM to improve quality of care. 

a. The argument that quality of professional nursing care will be 
improved by relieving the professional nurse of non-profes- 
sional activities is supported only in part by the data. 
Although the professional staff is relieved of some non-pro- 
fessional activities, its time shifts only in part to the patient 
centered activities. This conclusion is supported by both the 
activity study, which shows that only a part of the nurse's 
relief is devoted to patient care activities (a significant fraction 
of the relieved time goes into non-productive activities), as 
well as by the quality study which shows that the quality of 
nursing tasks under SUM increased only slightly and to a 
much lesser degree than the quality of the non-nursing tasks 
(see Table 1-3). 

b. The second argument for increased quality, that the unit 
management staff is expected to function more efficiently 
due to a clearer specification of responsibilities and adminis- 
tratively oriented supervision, is supported by the overall 
improvement of the effectiveness of the SUM units when 
viewed in terms of the cost-quality relationship. Although 
average cost is slightly higher for SUM units, the average 
quality measures, when corrected for cost (that is equivalent 
to comparing quality measures for units with same cost) are 
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significantly higher in the SUM units. This finding indicates 
that the improvement in quality is more than proportionate to 
the increase in cost. Thus, the conclusion is that the overall 
effectiveness of SUM units tends to be higher. 

UNIT MANAGEMENT WILL SAVE PROFESSIONAL 
NURSING TIME AND THUS REDUCE THE 
NURSING SHORTAGE 

1. Argument in Support of This Purpose 

a. Under the traditional form of patient care organization, the 
professional nurse is responsible for all patient unit activities, 
both professional and non-professional. Even though nurses' 
aides may be available to perform many of the non-profes- 
sional tasks, the professional nurse, being responsible, will 
find herself devoting much of her time to the non-profes- 
sional tasks. 

2. Results of the Study 

The argument that SUM will relieve the nursing shortage is in 
part supported by the study. As discussed earlier, the SUM system 
does relieve the nurse of non-professional activities and thus cre- 
ates a potential for having the existing professional staff function 
more effectively. In practice, however, the nurse does not appear 
to take full advantage of this potential. As also pointed out earlier, 
the lack of a greater improvement in the utilization of the profes- 
sional nurse appears to be caused by the absence of a reorienta- 
tion of the professional as well as an absence of clear-cut objec- 
tives and goals for the nurse. 

The study results indicate that the presence of SUM increases 
the work satisfaction of the professional nurse. This effect is dis- 
cussed in the next section dealing with the topic of personnel satis- 
faction. It is, however, relevant to nursing shortage in that previous 
studies 4,5 show a relationship between work satisfaction and turn- 
over. Even though the data in this study do not include turnover 
figures, the fact that more highly satisfied personnel are less likely 
to leave their job supports the conclusion that, in the long-run, 
patient units with SUM are likely to have a smaller turnover rate 
resulting in a smaller professional shortage. 



A Modern Technology and Civilization by Charles R. Walker, published 
by McGraw-Hill Book Company, Inc., New York, New York, 1962, p. 105. 

* Standards for Morale: Cause and Effect in Hospitals by R. W. Revans, 
published by Oxford University Press, 1964. 
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UNIT MANAGEMENT WILL INCREASE 
PERSONNEL SATISFACTION 

1. Arguments in Support of This Purpose 

a. Unit management relieves professional nurses of non-pro- 
fessional tasks which they may consider burdensome and not 
appropriate for their skill and training, thus making the 
nurse's job more satisfying. 

b. Unit management personnel have a "spelled-out" function 
of their own to perform. Their activities, by being under their 
own control, result in a more satisfying job. 

c. The administratively oriented supervision of personnel 
responsible for administratively oriented tasks tends to’ 
reduce the potential dissatisfaction of such workers when 
under a professionally oriented supervision. 

2. Results of the Study 

In the study these arguments were tested in several ways. One of 
the obvious tests was to determine whether reduction in the 
number of non-nursing tasks was, in fact, associated with an 
increase in the satisfaction of nurses. One-hundred-eleven tasks 
(see Appendix 1) were identified as potentially transferable to non- 
nursing personnel (SUM or other departments), and the study 
units were ordered according to the number of tasks which were 
assigned to nursing. The satisfaction of nursing personnel is highly 
related to the number of tasks transferred (see Figure 1-4). 

Beyond a certain point, transfer of additional tasks was not asso- 
ciated with increased nursing satisfaction. This was investigated by 
comparing the effect of satisfaction of transfer from nursing to (a) 
SUM, and (b) other departments. The results are illustrated in Fig- 
ure 1-5. They show that the satisfaction continues to increase if the 
transfer is to SUM, rather than to other departments. 

We may summarize this finding as follows. When nurses have 
many non-professional tasks, they do not care who gets them, so 
long as they get rid of them. Beyond that point, they prefer having 
the on-unit, non-professional tasks performed by a single responsi- 
ble department. The results of the research thus support the first 
argument in favor of SUM, but with the qualification that merely 
getting rid of tasks is not the only issue; the tasks must go to a 
department that does not cause other difficulties. 

This qualification is an interesting one, and helps illuminate 
another finding. SUM is better from the nurses' point of view if it 
results in increased clarity in who is responsible for what. If the 
transfer of tasks is accompanied by an increase in confusion, as it 

.rv r—* 
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FIGURE 1-4 

RELATIONSHIP BETWEEN NON-NURSING TASKS TRANSFERRED 
FROM NURSING AND NURSING SATISFACTION 



f 



High 




Low 



Few transferred Many transferred 

Tasks Transferred From Nursing 



FIGURE 1-5 

NURSE SATISFACTION AS IT VARIES WITH 
TASK TRANSFER TO SUM OR OTHER DEPARTMENTS 





Tasks Transferred from Nursing 
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sometimes is, satisfaction may not increase. It is not only the trans- 
fer of tasks, but clear understanding of "who is responsible" that 
leads to increased nursing satisfaction. As the disorganization and 
tension that accompanied unclear division of responsibility 
increased, so did nursing dissatisfaction. 

Fortunately, SUM can help clarify responsibilities, a point which 
is clear from the higher nurse satisfaction when tasks were per- 
formed by SUM, rather than by outside departments. Non-profes- 
sional personnel, including nurses' aides, ward clerks, maids, 
porters and dietary aides, also experience greater satisfaction with 
unit management, as is illustrated in Figure 1-6. 

It is difficult to know exactly what the reasons for this are, 
although interviews did confirm the greater satisfaction which 
arose from being in a structure focused on a patient unit, rather 
than on a functional service. As compared with housekeeping, 
dietary, and other non-professionals, unit management personnel 
spent more time talking with each other on work-related matters, 
and less time on non-related matters (personal affairs, etc.). They 
also experienced more supportive, and less critical communication 
from those they worked with than did non -professionals on units 
without SUM. 

Non-professionals liked unit management better, though Figure 
1-6 suggests that they remained somewhat less than satisfied. Simi- 
larly, there is nothing in our data to suggest the abilities of non-pro- 
fessionals were well utilized under SUM, although the somewhat 
better utilization was associated with the higher satisfaction. 

In summary, the results of the study indicate that patient units 
on which SUM has been introduced have more satisfied personnel 
than non-SUM units. Obviously, other factors than SUM affect the 
satisfaction of personnel, but our interest here is not the general 
question of what determines satisfaction, but how SUM affects it. 
Clearly, the effect is positive. 



UNIT MANAGEMENT TO SET THE STAGE 
FOR FURTHER IMPROVEMENT 

1. Argument in Suport of the Purpose 
Many hospital and nursing administrators envision major organi- 
zational changes on the patient units in the years ahead. However, 
at this point they only see the direction in which the change is to 
take place, without a clear model of the eventual organizational 
form. Furthermore, they recognize that implementing major 
changes, especially changes that affect the roles of a great many 
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individuals, requires caution and time. They see the introduction 
of SUM as a first feasible step toward a possible major reorganiza- 
tion, one which is in the right direction and from which it may be 
possible to learn how to proceed further. 

2. Results of the Study 

Although results related to this purpose have been obtained 
from interviews with individuals in the study hospitals and general 
personal observations rather than any hard data, there has been 
enough general consensus to draw a number of conclusions. Unit 
management is a concrete approach to bring administration closer 
to the patient unit function and to allocate tasks more appropri- 
ately to skill levels. The form in which it is implemented is fre- 
quently only a short step toward what can be accomplished in the 
reorganization of patient care activities. It is, however, a feasible 
step; one that can be "bought" by both nursing and administration. 
By introducing this step, nursing as well as administration is forced 
to take a closer look at what is going on in the patient care function, 
thus bringing to the surface many of the real problems and issues. 
This sets the stage for additional changes, possibly changes with 
even greater impact than that of unit management per se. there 
appear to be four general possibilities: reconceptualization of 
nursing; changes in the ancillary departments; decentralization of 
clerical and other administrative activities; and decentralization of 
policymaking (bringing patient care unit policy-making closer to 
the unit). A discussion of these possibilities is included in Chapter 



It is of interest to note that none of the study hospitals initiated 
unit management with any of the above consequences as an 
objective, with the possible exception of the first, reconceptual- 
izing nursing. The unit management concept was relatively new 
and the total possible impact had not been seen. However, given 
the publicity of experiences with successful programs, it is 
expected that some hospitals will see unit management as a means 
to some of the above objectives. All hospitals in the study at some 
point began to study the nursing problem and many were becom- 
ing aware of the ancillary department problem. Two hospitals were 
aware of the potential for the decentralization of some activities 
and were looking into it and at least one was planning decentral- 
ized policy-making. 
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CHAPTER II. 
WHAT KIND OF UNIT 
MANAGEMENT?* 
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INTRODUCTION 

Chapter I has described the hoped-for results of SUM, and the 
actual results as found in the eight study hospitals. This chapter will 
assume the reader has decided in favor of unit management and 
wishes to learn more about what it really is. It has not been adopted 
equally by hospitals of all sizes, as Table 11-1 below shows. In gen- 
eral, small hospitals have not considered it, and teaching hospitals 
are among the most likely to introduce it, especially university 
centers. 



table ,M 

Distribution of Hospitals by Size, All Hospitals and Those with Unit Management 





All Hospitals* 


Hospitals with SUM* 




N=7,137 


N=133 


Under 100 beds 


53% 


1% 


100-199 beds 


20% 


7% 


200-299 beds 


9% 


14% 


300-399 beds 


6% 


19% 


400-499 beds 


3% 


21% 


Over 500 beds 


9% 


38% 




100% 


100% 



*Hospitals, Journal of the American Hospital Association, Part Two, Volume 43, 
Number 15, August 1, 1969, p. 494. 

**1969 Survey, Bureau of Hospital Administration, The University of Michigan. 

More than size of hospital, however, should be considered in the 
decision to introduce a unit management program, for the purposes 
to be achieved should determine the kind of SUM a hospital will in- 
troduce. "What kind" of unit management really means three 
things: 

1. The jobs of unit management: what tasks will be transfered 
to the unit manager and his subordinates; 

2. The focus of unit management: what balance will be estab- 
lished between the three orientations of strengthening ad- 
ministrative control and services, serving nursing, or im- 
proving the nonclinical aspects of patient care; 

♦Fred Munson, Ph.D., Associate Professor of Hospital Administration, 
The University of Michigan, had the primary responsibility for drafting this 
chapter. 
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3. Organization structure: what kind of reporting and authority 
relations will be established for unit managers. 

These three areas can and do have great variation in different 
SUM programs. Each will be considered in turn. 

JOBS OF UNIT MANAGEMENT 

There is some tendency to think of unit management only as a 
method of relieving nurses of non-nursing tasks, and turning such 
tasks over to unit management. This is not a complete description 
of what unit management programs include, although it is the 
way many programs start. There are seven different categories of 
tasks that can be made a part of the unit management depart- 
ment, 1 These are shown in Table 11-2. 

TABLE 11-2 

Categories of Tasks Performed by a Unit Management Department 

— Logistic and Clerical 

1) Handling supplies, equipment, and contacts with maintenance, 

2) Traditional ward clerk activities, 

3) Transcription of MD orders, 

— Patient Support 

4) Patient transportation and messenger service, 

5) On-unit housekeeping and dietary functions, 

6) Non-professional direct patient care, 

— Administrative 

7) Admitting, accounting, central supply activities that can be done more effi- 
ciently on the unit, 

A listing of these categories of tasks suggests that there are both 
activities and responsibilities that can be shifted. It is important to 
keep these two ideas separate. Shifting activities simply gives the 
nurse an extra set of hands. The addition of a ward clerk or a 
transporter to the nursing unit relieves nurses of maintaining rec- 
ords and moving patients, but does not relieve them of the 
responsibility for accurate records or of having patients at their 
appointments on time. Developments prior to unit management in- 
dicate that many nursing activities had already been transferred 
to other personnel. 



*See the Activities List in Appendix 1 for the way used to get a measure 
of what activities had been given to unit management in the study hospi- 
tals. 
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Initially, SUM is often defined in negative terms, e.g., it is what 
something else is not Thus SUM is to handle non-nursing tasks, or 
SUM is to be responsible for non-therapeutic management, etc. 
This is a residual concept of SUM, and the concept is a prominent 
one. !n spite of polite verbiage, it usually means that SUM is to 
handle someone else's unwanted activities, rather than accepting 
significant responsibilities of its own. Though this is not a fortunate 
way to start a SUM program, one should recognize that shifting 
responsibilities is far more difficult than shifting activities. Respon- 
sibilities cannot be shifted until it is possible to define purpose 
with some precision, and this has been a continuing problem for 
the nursing profession. Probably the only reasonable way to start 
in the case of nursing was by subtraction, defining what was not 
nursing, rather than what was. Naturally, the first and most impor- 
tant shifts of responsibilities were for relatively low-level and time 
consuming chores in nursing; those most distant from patient care. 

1. Supplies, Equipment, and Maintenance 

In the survey done in late 1969, over 98% of the 133 hospitals 
reporting a unit management program indicated that unit manage- 
ment had relieved nurses of activities in this area, such as: ordering 
and securing equipment from various departments, cleaning and 
returning it; ordering and storing regular and special supplies; 
identifying the need and requesting such things as wall washing, 
painting, equipment or plumbing repair and insuring completion 
of such work. (See Table 11-1.) This category of activities also con- 
tains some potential problems for unit managers, since a mainte- 
nance or central supply supervisor may not like having his commu- 
nications cut off with nursing. In several of the study hospitals this 
had been a serious problem, and remained so in one hospital two 
years after the program began. The head of that program 
described the problem: "Of our two functions, supervision of 
personnel and coordination of services to the patient unit, it is the 
coordination which presents the more serious problem. House- 
keeping and maintenance personnel in particular give us prob- 
lems. . . . We will put in a requisition for something, and we will 
never hear about it, much less get it done. Then the Director of 
Nursing will call down to maintenance: 'can we get that room 
painted?' and the painters will be up right away." 

2. Traditional Ward Clerk Activities 

Eighty-nine percent of the hospitals in the survey had transferred 
to unit management such activities as answering phones, greeting 
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visitors, making appointments, assembling patient records, arrang- 
ing transport, and so forth. Unlike much of the supplies and main- 
tenance activities, these duties had already been assigned to a non- 
nursing position, the ward clerk or secretary. This is a transfer of 
responsibilities for ward clerk supervision, rather than a simple 
transfer of activities. 

Many ward clerks have developed rather close relations with 
"their" head nurse, and do not like the idea of a new boss. A unit 
manager in one of the study hospitals pointed out that one of her 
ward secretaries had been trained by the head nurse, had worked 
only with her, and that, "She can't distinguish between her duties 
as ward secretary and the favors she does for the head nurse. They 
know each others' thoughts, almost." Not surprisingly, such rela- 
tions cause problems for the unit manager. 




SUM often includes stewardess functions 
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The ward clerk position developed under the head nurse 
because it is with this position that the ward clerk had most con- 
tact. A mere transfer of the position to the unit management table 
of organization will not by itself change the information flows, 
most of which arise from work-related needs and spatial relations, 
rather than the organization structure. Thus, the ward clerk may 
remain in close contact with nurses and, if the unit manager does 
not know how to perform the activities of the clerk, there may be 
difficulty in convincing either the clerk or the nurses that the 
transfer of responsibility for these activities from nursing to unit 
management has taken place anywhere except on paper. Good 
training programs for unit managers can avoid many problems 
here. 

3. Transcribing Doctor's Orders 

A third area of responsibility which 76% of the survey hospitals 
had transferred to SUM was the transcription of physician orders. 
In one of the study hospitals, this transfer of responsibility was 
reflected in a separate responsibility statement, which indicated in 
detail the division of activities between the unit management and 
nursing department. Portions of the statement are reproduced 
in Table U-3. 

Nurse resistance to having non-professionals transcribe physi- 
cian orders is well-known. Although some nurse resistance is only 
a reflection of physician resistance to contact with anyone but the 
nurse in matters concerning care of their patients, this cause is less 
important than the feeling of some nurses that this essentially 
clerical chore is, nevertheless, high-status work. 

The transfer of this task of transcription usually comes in stages. 
In one study hospital, the process of shifting responsibility took 
about three months in the initial units. The steps included securing 
nursing agreement to the "experiment" while training the ward 
clerk to transcribe orders, introducing it under close nursing 
supervision followed by more general supervision until, finally, a 
complete shift of responsibility occurred, in the hospital from 
which the responsibility statement on page 36 was taken, nursing 
was still responsible for key transcriptions, although the activity had 
been transferred to unit management. 2 

Activities in these three areas (supplies and maintenance, ward 
clerk work, order transcription) are the ones most commonly 
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2 See Nursing Activity (4), Table 11-3. 
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transferred to unit management, and are also the ones that come 
directly from the nursing department. Though other reasons can 
be and are given for the transfer, it is clear that relief of nursing is a 
central idea behind the transfer of these activities and the respon- 
sibility for them. 

A group of activities more clearly separated from nursing can 
also be included in the unit management department. Many of 
these are associated with the hotel-like attributes of a hospital, 
with food, laundry, housekeeping, or escort services. In some 
hospitals, and indeed in one of the study hospitals, many of these 
activities were performed within the nursing department until the 
establishment of SUM. In such cases, the unit management aide 
may be in part a direct replacement of the nurse aide. These activi- 
ties are often performed by some of the least skilled of hospital 
personnel, and require close and continuing supervision with 
SUM. 





TABLE 11-3 






Responsibility Statement 
— Support to Physician— 


BY 




BY 


NURSING 




UNIT MANAGEMENT 


DEPARTMENT 


Unit Clerk 


1, Provide physician with chart 


1, Make rounds with the physi- 




and records 


cian 


Unit Clerk 


2, Call diagnostic departments 


2. Assist physician with proce- 




for information at the 


dure 




request of the doctor 


3. Confer with the physician as 


Unit Clerk 


3. Transcribe all of the physi- 


to plans for present and 




cians' orders 


future care of patient 


Unit Clerk 


4, Perform all clerical activities 


4. Verify and countersign tran- 




needed to carry out the 


scription of orders for medi- 




physicians' orders 


cations and treatments using 
medication 


Unit Manager 


5, Confer with physician 
regarding non-nursing 
aspects of patients' care 


5. Integrate nursing care with 




medical care plan 


Unit Clerk 


6. Notify physician when his 


6. Record physicians' verbal 
order on Doctor's Order 




services are needed to 




administer medications for 


Form 




diagnostic tests and/or to 
obtain certain specimens 





Courtesy of William Beaumont Hospital 
Royal Oak, Michigan 
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4. Patient Transportation 

Thirty-one percent of the surveyed hospitals had transferred 
patient transportation to SUM. This is a patient care activity, but in 
many hospitals it had already been established as a separate ser- 
vice, occasionally outside of the nursing department. In these cas- 
es, the unit may be placed administratively under SUM, and there 
is little reorganization of activities. Two of the study hospitals had 
such an arrangement, with personnel assigned to a section serving 
all patient units, and, therefore, reporting to the head of unit 
management rather than to individual unit managers. 

The patient transportation activity is sometimes combined with a 
dispatch or messenger service to provide a greater workload that is 
subject to less fluctuation, and also to cut away from more highly 
paid personnel an activity that requires only a knowledge of hospi- 
tal department locations. From one point of view, patient transpor- 
tation requires little more. However, from the patient's point of 
view, the trip to the operating room, for example, may require the 
strongest psychological support. Not surprisingly, patient transpor- 
tation remains in many hospitals a support service, to be drawn on 
by nursing when appropriate. In these cases, it is not possible to 
transfer from nursing the responsibility for moving patients, though 
much of the activity may be transferred. This fact has helped keep 
patient transportation within nursing in 28% of the 133 survey 
hospitals. It is in a separate department in 41%, and in the remain- 
ing 31% it is in SUM. 

5. Housekeeping and Dietary 

The transfer of housekeeping and dietary activities to SUM rep- 
resents a clear shift away from the negatively defined "relieve 
nursing" posture for SUM to a posture which approaches a defina- 
ble responsibility for the operation of the patient unit. Activities 
may be transferred from either or both housekeeping and dietary, 
but the more common one is housekeeping. Such activities as 
cleaning patients' rooms and baths, utility rooms, corridors, treat- 
ment rooms, securing housekeeping and laundry supplies, making 
unoccupied beds, and preparing empty rooms can be transferred 
to unit management. Activities in these areas were being per- 
formed by unit management personnel in 17% of the hospitals 
surveyed. Activities concerned with feeding of patients, by con- 
trast, were only under SUM in 11% of the 133 hospitals. These 
proportions were somewhat higher in an earlier survey; in spite of 
this, it appears likely that these activities will increase as unit 
management becomes more firmly established. 
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One of the early unit management installations made house- 
keeping and dietary functions the core of its program, believing that 
patient care would improve by having on-unit supervision of non- 
professional personnel performing activities on the unit. It solved 
the problem of economic use of personnel in part by combining 
the functions of tray server and housekeeping maid in a single 
person, and adding other non-critical functions performed by nurs- 
ing personnel. In a much later installation, this concept was carried 
farther in the establishment of the stewardess position. The sum- 
mary of activities in the stewardess job description, given below, 
suggests how far this hospital has gone in returning the perfor- 
mance of patient-related activities to a unit-centered structure. 



Stewardess: A Job Description 

Performs a variety of service activities. Assists unit clerk in 
completing unit activities required to admit, transfer, and 
discharge patients. Distributes and assists patients in com- 
pleting selective menus. Collects menus at designated time. 
Prepares patient's room for meals. Delivers trays to patients 
and returns tray to dish return. Passes water and nourish- 
ments. Performs all housekeeping activities in patient's room. 
Makes unoccupied beds. Performs related duties as assigned. 
(Courtesy William Beaumont Hospital, Royal Oak, Michigan) 



6. Non-professional Direct Patient Care 
It is evident that the initial and still dominant posture of SUM, to 
relieve nursing, can move naturally to a quite different one, to 
serve the patient. Although anything which happens to a patient in 
a hospital can be therapeutically relevant, there is growing accep- 
tance of the idea that the delivery of some services does not 
require professional qualifications or direct nursing supervision. 
These may include guest courtesies such as welcoming the patient 
to the unit; explaining food service and other procedures; taking 
care of patient valuables; informing discharged patients of belong- 
ings left in the hospital; handling all problems connected with 
charges, room services or dietary service; handling contact with 
the patient's family; in short, responding to the reality that a hospi- 
talized person is an institutional guest as well as a patient. The 
therapeutic relevance of patient comfort and satisfaction does not 
mean that only the attending physician or on-duty nurse can be 
responsible for providing for them. Seventeen percent of the sur- 
veyed SUM hospitals had transferred non-professional direct 
patient care responsibilities to SUM. 
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When unit management takes over such activities, unit manage- 
ment personnel are inevitably brought into close and meaningful 
contact with patients. This in itself may be objectionable to nurses. 
There are nurses who feel that the patient is the property of the 
physician, whom he has left in the nurse's care and no one else's. 
Even if this extreme attitude is absent, when unit management 
personnel respond to the responsibility by becoming strongly 
oriented to a "serve the patient" rather than a "serve nursing" 
concept of their jobs, conflict can arise. Consider the potential for 
conflict in the hospital where the director of nursing had these 
things to say about the practice of nursing: 

You simply cannot define nursing in terms of categories of activities. 
The focus on the patient will mean that sometimes this will be per- 
formed by a professional nurse, at other times it will not. An exam- 
ple of one of the great difficulties with this categorization is that 
nurses now don't consider feeding the patient a part of the nursing 
function. This is criminal. Food is most important to a patient. Here 
is a perfect entree for effective nursing care that has been given up 
by nursing and is no longer even considered a part of the activity. 
Other examples are bathing the patient and taking care of the bed- 
pans. These are not necessarily activities that would always be done 
by a nurse but they are a part of patient care which is the focus of 
the nursing function. 

In another hospital, the director of nursing was eager to have 
unit management established so that ward helpers, then under 
nursing, could be transferred to them. She worried that they were 
getting too close to the patient! Under unit management this 
could be more easily controlled. In such a hospital, the addition of 
non-professional patient care functions to SUM will be even more 
difficult, for the emphasis goes beyond the nurses' full responsibil- 
ity for patient care, to the nursing department's exclusive right to 
that responsibility. Should unit management become the channel 
through which patient complaints reach higher levels, not only 
about cold food but about poor nursing or medical care, the prob- 
lem can become explosive. 

We must recognize that although SUM often begins as a residual 
concept, handling nursing's unwanted tasks, it nevertheless 
becomes a rather well-defined set of activities and responsibilities. 
In fact, the residual is what is left with nursing, and that is not well 
defined. Thus when unit management begins to move toward non- 
professional direct patient care, the question of what the nursing 
residual really contains becomes for some nurses a genuinely 
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threatening question. This is a key explanation of the need for 
a new nursing model. 

The provision of non-professional direct patient care is a natural 
and significant extension of unit management, and viewed in the 
context of efficient delivery of health care, a sound one. The prob- 
lem indicated above can be dealt with efficiently, as is evidenced 
by some hospitals which have built their unit management pro- 
gram around the idea of providing top quality "hotel-like" care to 
patients. 

7. Admitting, Accounting, and Other Administrative 
Responsibilities 

It is less easy to provide illustrations in this category of activities 
because it is in this area that there is the greatest underdeveloped 
potential. When units were managed by nursing professionals, it 
was natural for them to think of service improvement in a nursing 
other than managerial context. By contrast, a unit manager does 
not have the responsibility for patient care, and can be expected to 
think of service improvement in terms of simplified admitting or 
supplies requisitioning procedures, optimal inventory levels, more 
effective utilization of budgets as management tools, and, in time, 
to be pressing for the right to make managerial decisions which 
are usually enmeshed in red tape and needless communication 
when made elsewhere. 

Physicians, nurses, and other patient care personnel should not 
need to be concerned with management and administrative prob- 
lems. The presence of strong management skills on the patient unit 
presents opportunities for coordinating patient care services that 
are not present without such skills. Two of the study hospitals had 
begun to move in this direction; not surprisingly, both were hiring 
well-educated persons for the unit manager position. 

The seven categories of activities described indicate how varied 
the content of a unit management program can be. This report 
does not describe only two kinds of hospitals, those with and those 
without unit management; rather, it describes a pattern of organi- 
zation that goes from partial transfer of non-professional tasks 
from the nursing department to another department, to a pattern 
of thorough restructuring of individual roles and organizational 
responsibilities within the patient care process. 

It became clear during the research that for many people within 
the hospital, this pattern was characterized not by who did what 
but by the answer to the question, "Whom does unit management 
serve?" 
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THE FOCUS OF UNIT MANAGEMENT 

There were clear differences between unit management pro- 
grams that were oriented to the needs of nursing and those that 
went beyond this to acceptance of significant responsibility for 
serving the patient, or for bringing administration to the unit. 
These differences were in attitudes, in the orientation which key 
personnel had to the purpose of unit management. 

1. Serve Nursing 

First, unit management can serve nursing. This is a clear, unequiv- 
ocal purpose, and one which was dominant in early installations 
of SUM as, for example, in Sinai Hospital in Baltimore. Sinai saw 
the importance of relieving nursing of non-nursing tasks and 
relieving it of responsibility for those tasks. The nature of special- 
ization in the hospital was such that some of the relief of responsi- 
bility would have to be achieved by reorganizing other tasks than 
those presently in the nursing department. The Sinai group was 
aware that in another hospital the problem of coordination was 
simply transferred to unit management, without analysis of why 
the coordination of tasks of various departments serving the patient 
unit represented so challenging a problem. As it expressed it: 
"Previously, nursing had struggled with the problems and, ulti- 
mately, had somehow found the answers, now the central adminis- 
trative staff of the hospital was receiving the problems but was not 
prepared to cope with them." 3 

Unit management could not relieve nursing by accepting prob- 
lems SUM could not solve, for the problems simply came back to 
nursing. The coordinative problem itself had to be faced. 

The point of "relieve nursing" is central. The Sinai pattern was 
nursing-centered, with the primary function of the floor manager 
to be to the nurse what the nurse was to the doctor, able to accept 
comfortably a lower status than a professional nurse. This did not 
mean that the unit had to be a part of nursing, only that it had to 
orient itself toward the needs of nursing. 

The advantage of a "serve nursing" orientation is the strong 
support it generates among nurses for SUM. This support is impor- 
tant in the introductory period because of the close interaction of 
nursing and unit management personnel. It has several disadvan- 



3 A Floor-Manager Pattern for the Nursing Unit by Gladstein, Prasatek, 
and Throne, published by Sinai Hospital of Baltimore, Inc., Baltimore, Mary- 
land, February, 1959, p. 10. 
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tages, the most notable being the difficulty it creates in defining 
anything but a "freeing the nurse to nurse" residual concept of 
SUM which makes the attraction and retention of competent 
people difficult. The low status of SUM resulting from a "serve 
nursing" orientation also makes inter-department requests and 
other action-demanding communication difficult. 

2. Bring Administration to the Unit 

Another possible orientation of SUM is: bring hospital admini- 
stration to the patient unit. This does not exclude activities which 
serve nursing, but it includes additional activities as well. The key 
difference here is not what is being done, but why it is being done. 
The essence of this orientation is not to find activities the nurse 
does not need to do but to manage a facility in which nurses and 
physicians practice. The impetus may still come from nursing, but 
in this case it is likely to be coming from the office of an insightful 
director of nursing, not from the pressures of overwork. This was a 
key source of the idea in two of the study hospitals, where the 
determination to re-integrate nursing practice and teaching in a 
professional role made the necessity of someone else managing 
the unit very clear. 

In these models, nursing is not "served" by unit management, 
any more than doctors are served by it, or by nursing. All, of 
course, serve the patient, but the unit manager represents hospital 
administration and is intended to bring administration to the 
patient unit and carry full responsibility for that segment of the 
patient care process. Such hospitals must reject the selection crite- 
rion of a "quiet, self-effacing person" for the unit manager as inap- 
propriate. Their pattern of organization places heavy emphasis on 
true cooperation at the ward level (not using that word in its 
common distortion, the demand of a superior that he receive 
"cooperation" from his subordinates). 

One can predict initial difficulties with nurses in such a pattern, 
and many appeared in the study hospitals. As shown in Chapter III, 
successful management of this conflict is among the most difficult 
and complex tasks in the introduction of unit management. Nurses 
were less satisfied when unit management had a "serve administra- 
tion" than when it had a "serve nursing" orientation. Nurses were 
less clear about the unit manager role, and there was more tension 
on the unit, notably between nursing and SUM personnel. Never- 
theless, the "bring administration to the unit" theme was asso- 
ciated with higher quality of care, and there was some indication 
that problems of tension, role clarity, and dissatisfaction were tran- 
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sitional rather than permanent. The "administration" theme was in 
the study team's view a more viable orientation than the "serve 
nursing" theme. 

3. Serve the Patient 

The third possible orientation is "serve the patient. ## In a hospital 
the patient-serving orientation is a highly legitimate one, and has a 
natural appeal to personnel who occupy low-status jobs but who 
nevertheless want meaning in their work. A "serve the patient" 
orientation cannot be attacked directly, but often nurses will not 
accept that improved patient service should be done by other 
means than giving the nurse more time to provide it. The excep- 
tion to this is a situation where nursing has been able to define the 
practice of nursing as something other than total patient care at all 
times for all patients minus the physician input, and at present such 
situations seem to be uncommon. Where nursing has provided a 
meaningful role for non-professionals, a "serve the patient" ori- 
entation is desirable for the unit aide or stewardess level, since it 
provides a high degree of fit between their purposes and the 
organizational goals of satisfying, as well as medically excellent, 
patient care. Needless to say, a "serve the patient" orientation in 
SUM was associated with a lower nurse satisfaction than a "serve 
nursing" orientation. 

The three orientations of "serve nursing," "bring administration 
to the unit," and "serve the patient" are really concepts of pur- 
pose that are in the minds of participants. The most important is 
the one in the minds of SUM personnel for it is their definition 
that will control their behavior in choice situations. 

We have talked of the three different orientations separately to 
emphasize their significance. They are not mutually exclusive, and 
although one can often be identified as most prominent, it is char- 
acteristic of strong unit management programs for at least two of 
them to be present. In formal statements, of course, all programs 
will be described as having all three purposes with service to 
patients leading the list. One must study a program in operation to 
identify the actual orientations. This point is important: the orien- 
tation that develops cannot be legislated, for it flows from deci- 
sions about activities transferred, responsibilities assigned, the cal- 
ibre of unit management personnel, and reporting relations which 
are established. It is pointless to tell unit managers to have one 
orientation if the crucial decisions force them into a different one. 
If a hospital wishes one orientation to dominate, it must reinforce 
its wishes with actions. 
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' ORGANIZATION STRUCTURE 

■ There are three vital choices which must be made after a hospi- 
tal has determined what goals it wishes to achieve through the 
introduction of unit management. We have identified two, the 
activities which will go to unit management and the orientation 
which unit management personnel will be encouraged to accept. 
The third choice concerns the structure of reporting relations. The 
charts below suggest the alternatives which may be considered in 
assigning the responsibility for unit activities. 



TABLE 11-4 

Who Will Manage Unit Activities? 



Models 
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Dir^Nur. 




5. 




1 

HN 




1 

Unit Mgr. 




6. 




Adm. 

1 




6. 



Dir. Nur. Dir. Unit Mgt. 



Management of activities by head 
nurse (historical organization). 



Head nurse delegates some to ward 
secretary (1940's type organization). 



Functions integrated by type 
(housekeeping, dietary, transporta- 
tion, etc.) and disintegrated on 
patient units (typical current orga- 
ization). 

Key structural unit is enlarged, for 
example from 20-30 beds to 60-100 
beds, and head nurse is given 
subordinate manager. 



Unit management activities are 
retained in the nursing department 
but removed from head nurse 
responsibility. 



Unit management activities are 
made a responsibility of administra- 
tion. 
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As the charts indicate, "unit management" is evolutionary rather 
than revolutionary. It is another step in the continuing effort to 
find the best compromise between grouping all activities of a sin- 
gle area under one person, and grouping all activities of a single 
type under one person. Unit management seeks to avoid the frac- 
tionating of patient unit activities which characterizes typical cur- 
rent practices, but to do it without making the head nurse more 
manager than nurse. (See Table 11-4) 

1. Relation to Head Nurse 

A critical question must be answered in designing the structure: 
How close organizationally should the unit manager be to the 
head nurse? Look again at the three last organization charts, and it 
will be clear that unit management in the sixth chart is "farthest" 
from the head nurse, and in the fourth chart "closest" to her. In 
fact, only the last two are common among hospitals surveyed in 
1969, for the fourth one implies a restructuring of the nursing 
department which is quite unusual. Readers will note that it is a 
restructuring that gives the nurse coordinator explicit and major 
managerial responsibility. Of the 133 surveyed hospitals, 38% had 
placed the unit management program under nursing (Model 5), 
62% under administration (Model 6). Typical organization struc- 
tures are shown in the inset in Table 11-5 with type "A" represent- 
ing the administrative control and type "B" the nursing control 
structure. 

Although it is obvious that having SUM under nursing shortens 
the formal communication lines between head nurse and unit 
manager, it also leaves the unit management function within nurs- 
ing. This was the dominant pattern in early programs. When SUM 
was introduced, it came because nursing wanted to have someone 
other than nurses do and be responsible for certain non-nursing 
activities. In one university hospital, an administrator saw the value 
of SUM and agreed to take it in administration when nursing chose 
not to assume responsibility. In another teaching hospital, a nurs- 
ing administrator was eager to introduce SUM, but failed to con- 
vince administration that it belonged with it. Unit management, in 
the view of nurses, was to take over tasks that were either scut 
work or frustration producing "coordinating" activities. Nurses 
had those tasks for two reasons. Nurses had nurse aides, but doc- 
tors had nurses. Doctors could pass on duties to nurses, but nurses 
had to keep their own dirty work in the department— unless they 
could establish another one. Both nursing and administration put 
up stout defenses to keep unit management out of their own 
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TABLE |l-5 

Administration and NursEig Structure for SUM 

HOSPITAL "A" 

Manager Supervises TOO beds 
Span: Covers one floor, two or three units 




HOSPITAL "B" 
Manager Supervises 40 beds 
Span: One unit 




o 
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domain. Reasons given were, of course, quite respectable; admini- 
stration saying so important and significant a step would need the 
full support of nursing and nursing saying that this managerial 
program needed the guidance of experienced administrators. 

In later installations a more rational approach has become 
common. In essence, if SUM is to have a "serve nursing" orienta- 
tion, it makes sense to keep it in nursing. If it is to be an arm of 
administration, it should be made a part of administration. The 
tendency in most hospitals has been to see it in this latter light, and 
fully two-thirds of recent installations have placed the program 
under administration. It is generally true that in programs under 
nursing, the unit manager's education and status are lower than in 
type "A" programs. 

The location of the program also has an effect on the activities 
assigned to SUM. Complete transfer of responsibility for transcrib- 
ing physicians' orders was done in 56% of the programs under 
nursing, but in 66% of the programs not under nursing. In general, 
there is more complete transfer of tasks in all categories for pro- 
grams not under nursing and fewer instances of SUM and nursing 
sharing responsibility. This is evident in Table 11-6. 



TABLE 11-6 

Patient Unit Activity Responsibility in SUM Hospitals* 



Supplies and Maintenance 
Ward Clerk Activities 
Transcribing MD Orders 
Patient Transportation 
On-unit Housekeeping 
Functions 

Non-professional Patient 
Care 

On-unit Dietary Functions 



SUM Within 
Nursing Service 

Nursing 

SUM Only and SUM 



96% 


4% 


69% 


12% 


56% 


17% 


13% 


11% 


10% 


0 


11% 


0 



Independent 
of Nursing 

Nursing 



SUM Onlv 


and SUM 


95% 


1% 


92% 


1% 


66% 


11% 


26% 


4% 


14% 


1% 


10% 


4% 


4% 


5% 



4% 2% 



•Analysis based on 133 hospitals responding to 1969 survey. 



2. Formal Hierarchy 

It is wrong to associate too much importance to organization 
structure, but it is equally foolish to assume it is unimportant. 
Whether unit management is under nursing or administration will 
affect the ease with which nursing-SUM conflicts and SUM-ancil- 
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lary department conflicts are resolved. F'erhaps a matter of equal 
importance is the actual length of the channel through which 
formal communications must pass. In one of the study hospitals, 
the formal channel from nurse to clerk went up through head 
nurse — nurse supervisor— director of nursing— associate adminis- 
trator — administrator, and then down another path of equal length 
to reach the ward clerk. The absence of formal committee struc- 
tures to by-pass the hierarchy (such committees had been planned) 
meant that the hierarchy, though necessary for other purposes, 
was irrelevant at best and commonly a hinderance to the 
achievement of nursing-SUM coordination. It is important to 
remember that an organization structure has the purpose of 
limiting communication to that which is necessary for achieving 
organizational purpose. If the communication channels necessary 
for effective performance are unrecognized, the resulting struc- 
ture will be just one more problem that persons in the organiza- 
tion have to overcome. This is the reason that a number of hospi- 
tals (University of Kentucky, Duke University, University of Florida, 
and Evanston) have experimented with various methods of devis- 
ing an explicit structure for resolving problems at the unit, or floor 
level. These efforts are relevant to a range of issues that go well 
beyond unit management. For our purposes, it is necessary only to 
recognize that the segregation of unit management activities in a 
single department can lead to serious communication problems 
unless steps are taken to overcome them. 

3. What is the "Unit?" 

One element of the decision concerning appropriate structure is 
the definition of a unit manager's "unit." In over half of the survey 
hospitals, it was more than a single patient unit, in a few cases 
going as high as five or six units and over 150 beds. The more typi- 
cal manager had about six subordinates, two or three units, and 
about 80 beds. In the largest single type, the unit manager was 
responsible for one patient unit, with the obvious advantages of 
being in a directly parallel structure to nursing, and in a situation 
permitting close supervision of unit personnel. 

The inherent advantages of having parallel structures in nursing 
and unit management are clear, but the possibility of enjoying 
them depends on; the size of the patient unit — is it big enough to 
require a unit manager?; on the activities assigned to unit 
management — are there enough to require a unit manager?; and 
on the interest in establishing an administrative orientation — is the 
job big enough to attract a competent person? The activities in 
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unit management and the desired orientation are variables, but the 
size of the patient unit may well be fixed until a new hospital is 
built. In other words, this aspect of organization structure may well 
be a function of architecture, rather than management choice. It is 
probably true that, with the transfer of unit management activities 
to unit managers the optimal size of patient units will increase, but 
the question of patient unit size again takes us beyond our focus 
on SUM. It raises broader questions than simply the management 
of the unit. 

Establishing effective communication with other departments 
than nursing is a key problem in many unit management programs. 
It is more serious in type "B" structures because placing SUM 
under nursing does nothing to change the basic departmental rela- 
tions. When it is under administration, the assistant or associate 
administrator responsible for ancillary and service departments is 
often in charge of SUM as well. In such cases, it is easier to bring 
into the open the underlying attitudes, incapacity, or conflicting 
purposes that create the lack of coordination. Simply bringing 
problems into the open may not solve them, as two of the study 
hospitals discovered. In most cases, unit managers interviewed indi- 
cated that achievement of tasks requiring the cooperation of one 
or more departments presented them with their greatest chal- 
lenge. In one of the hospitals, it had ceased to be a challenge and 
was simply a frustration, causing a high turnover among the more 
competent managers. 

A curious but not uncommon way to handle the complex ques- 
tion of structure is to leave it as vague as possible. The most chari- 
table description of this tactic is "unwise." A new division of 
labor is always unsettling, and it is important to help partici- 
pants resettle into desirable patterns. Leaving structure vague 
allows them to select their own adjustments under conditions which 
are bound to produce a degree of insecurity. It is poor manage- 
ment to avoid an error by avoiding decisions. Structure will devel- 
op, and it is appropriate for those with a clear conception of 
organizational purpose to shape the structure in ways which will 
achieve that purpose. 

To summarize, the first task in planning for a unit management 
program is to be clear on the objectives it is intended to accom- 
plish. This establishes a basic premise for three other decisions: 

1. the activities to be assigned to SUM; 

2. the desired orientation of the unit management program; 

3. the organization structure for unit management. 

These we have discussed. In turn, decisions in these areas become 
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premises for three lesser, but still important, decisions concerning 
the extent of the unit management program, the qualifications of 
personnel, and the training investments required for success. 
These three areas will betaken up in turn below. 

EXTENT OF UNIT MANAGEMENT 

The extent of unit management has three dimensions: 

1. how many tasks and responsibilities are given to SUM; 

2. how many parts of the hospital SUM covers; 

3. how many hours of the week it provides this coverage. 

The first is obviously the most important, and has already been 
given detailed attention. It is the second and third which will be 
considered here. 

1. Unit Coverage 

There seems little merit in having designed coverage stop short 
of all patient units. (In one of the study hospitals there was some 
question as to whether units with a large number of private duty 
nurses required unit management, but in no other study hospitals 
was there doubt that the goal was complete coverage of all patient 
units.) Nurses do transfer or float from unit to unit, and to have 
two different systems of unit operation in the same hospital means 
that they as well as housekeeping, dietary, maintenance, engineer- 
ing, laboratory, and other non-patient departments must adapt to 
two systems. This should be avoided if possible. 

The more central question of coverage concerns the extension 
of unit management to the out-patient department and other non- 
patient departments. In both cases, out-patient department and 
ancillary services, different contributions will be made by unit 
management from that in patient care units. 

One of the curious aspects of hospital organization is the degree 
to which management itself has not been recognized as an impor- 
tant element in the successful delivery of health services. The pres- 
ident of Presbyterian St. Luke's, one of the study hospitals, was 
quite explicit in stating his conviction that the practice of and 
training in management should be recognized as a hospital func- 
tion fully as much as the practice of and training in medicine, 
surgery, and other professions required for health care. 

With this conception, unit management can go far beyond a 
"serve nursing" orientation. It is, after all, not unit management; it 
is management; the process of bringing rational economic and 
organizational decisions into an environment where professionals 
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practice. The same logic which says the nurse should be given an 
environment in which she can nurse applies to the professionals 
which now run ancillary departments. 

The extension of the unit management program to departments 
other than patient units has not gone very far. In only one of the 
study hospitals had this been introduced, and even here it was 
through the introduction of administrative assistants, which in the 
patient unit areas were at two levels above the unit managers. 
Also, these administrative assistants reported both to an adminis- 
trative head and the department chief, in a context which sug- 
gested that they saw themselves and were seen by other than their 
administrative head as "belonging" to the department. The exten- 
sion of a management orientation beyond the patient unit may not 
be feasible until SUM has been more generally accepted in the 
hospital community. 

2. Time Coverage 

The single most important issue in the question of coverage is 
whether the unit management department is truly responsible for 
assigned activities, or whether it is responsible for them only from 
8:00 to 5:00, five days a week. Particularly in hospitals where nurses 
rotate, there can be no honest transfer of responsibility when 
everything falls back on the nurse for 16 of the 24 hours each 
day and all weekend. This problem was not always recognized in 
early installations, and created considerable difficulty. In effect, the 
better the SUM program, the more the frustration felt by nurses 
required to accept responsibility when SUM personnel went home 
for the day. 

It is quite true that the coordinative and supervisory activities of 
unit managers are at a peak during the day shift. In other shifts, 
activities decline, but responsibility does not. A number of hospi- 
tals have, therefore, emphasized providing seven day a week cov- 
erage as soon as possible, and 16 hour a day coverage soon after. 
In two of the study hospitals, some form of 24 hour coverage was 
provided seven days a week. 

Perhaps the first things to recognize in moving from 40 hour a 
week coverage to 168 hour a week coverage is substantial increase 
in personnel requirements, and the need to face complex schedul- 
ing problems. Typical coverage on evenings is at half or less the 
level of days, and on nights in the study hospitals providing cover- 
age it is minimal— one manager for the entire hospital. 

The problems associated with a large staff and multiple shift 
coverage can be reduced by staying with a smaller unit manage- 
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merit program. The number of activities transferred to SUM, par- 
ticularly the labor-using activities such as housekeeping, dietary, or 
transportation creates the need for a large staff. Nevertheless, a 
unit management program which does scarcely more than a good 
ward clerk would do is unlikely to do more for the hospital than 
hiring good ward clerks. To genuinely restructure the responsibili- 
ties for patient care, these problems must be faced. 

3. Introducing the Program 

It is desirable to move totally from one system to another in 
order to avoid the presence of both old and new systems within 
the same hospital. If resources are available to recruit, select, and 
train unit personnel, and prepare all parts of the hospital for the 
change, this course is the wisest. Few hospitals have such 
resources, and the actual alternatives are thus to prepare many 
poorly, or a few well. Obviously, the latter is a better strategy, and 
also gives the opportunity to set up an experimental unit or units, 
and thus blend the preparation stage with the implementation 
stage. The total, across-the-board introduction is to be preferred 
only if resources can be freed to do it well. 

UNIT MANAGER QUALIFICATIONS 

One thing concerning unit manager qualifications needs consid- 
erable emphasis. Setting these qualifications is not an independent 
decision; the decisions made concerning activities to be trans- 
ferred, orientation of the program, and the organization structure 
for SUM prescribe a role for the unit manager and persons hired 
must have qualifications appropriate to that role. 

One hospital with a "serve nursing" orientation in mind showed 
commendable realism in its selection criteria. One of the consider- 
ations given particular emphasis was that, "... as a non-profes- 
sional in the status-conscious world of the hospital, it would be 
necessary for the floor manager to accept graciously her relative 
lack of prestige among the hospital personnel with higher levels of 
education and more extensive training." The hospital looked for 
mature women, ideally between the ages of 35 and 50 and with a 
high school education, and placed the salary at a point between 
that of a stenographer and a general duty nurse. 

1. Education Requirements 

A majority of the study hospitals was less clear on the tight rela- 
tion between unit manager qualifications and the role which the 
unit manager was expected to play. It is fair to say that two of the 
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study hospitals over-hired in the sense of getting people who 
could not be sufficiently challenged by their work. In one of them, 
it led to a rapid turnover among the college-trained unit managers. 
At the time of the study, two managers who had been there for 
less than two years were preparing to leave, and were quite 
explicit that they were unwilling to play the "handmaiden to the 
nurse" role which was being forced on them. 

The relation of activities assigned to SUM and required unit 
manager qualifications are quite clear, and perfectly congruent 
with the qualifications required by the orientation of the program. 
A program which includes responsibility for ward clerical, house- 
keeping, dietary, and transportation activities requires higher 
competence and more mature and experienced personnel than a 
program which excludes part of these activities. Nevertheless, a 
college degree is not required, though it will not be a disadvantage 
as it is in the "handmaiden to nursing" role. If the SUM program has 
both an administrative orientation and extensive supervisory re- 
sponsibilities, then administrative competence in a manager is 
required. The opportunity to contribute to hospital efficiency is 
great, and it is desirable to have a person in the role of unit man- 
ager likely to seek out these opportunities. 

In Massachusetts General Hospital, the unit manager position is 
becoming a training position for hospital administration; as one of 
the unit managers pointed out, there is a *remendous advantage in 
starting out right at the heart of the hospital organization, the 
patient unit. Another study hospital has also accepted an adminis- 
trative orientation, but has structured the SUM organization to 
make a position one level above the unit manager the key deci- 
sion-making and opportunity-seeking slot. This has been less suc- 
cessful. Two examples can be only suggestive, but it appears that if 
a hr jital has selected the goals of professionalizing nursing and 
bringing the management of the patient units under hospital 
administration, it is wise to build the unit manager position into a 
significant job, rather than building the significant job at the next 
higher level. The trade-off cost is accepting a three-to-five year 
stay as the probable maximum for a unit manager, and lessening 
substantially the potential for moving up into that position from 
below. Both are significant disadvantages. 

2. Other Relevant Attributes 

" A number>of the study hospitals and others with which the study 
team had contact indicate that prior hospital experience is not an 
advantage. There is apparently a problem of "unlearning" attitudes 
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that offsets the advantage of knowing things that are helpful. A 
concern with establishing status before one has produced some- 
thing to justify it is a serious disadvantage, and has complicated the 
use of college graduates. 

One hospital found it was easier to find women than men of 
required qualifications at the salary it was paying. However, it 
appears that a male unit manager develops effective work relations 
with nursing and service departments more easily than female 
managers, though the actual ratio of female to male managers in 
the study hospitals was three to one. 

The typical 1967 salary for unit managers was in the $450-$550 
range. In 1969, explicit data relating the unit manager salary to 
nursing salaries were collected with results shown in Table 11-7. 

TABLE 1 1-7 

Comparison of Unit Manager and Nursing 
Salaries in SUM Hospitals, 1969 



Median Head Nurse Salary $750.00 

Median R.N. Salary $655.00 

Median Unit Manager Salary $595.00 

Percent of hospitals with unit manager salary: 

At head nurse level or above 16% 

Below head nurse and at R.N. level 
or above 25% 

Below R.N. level 59% 

100 % 



Although the figures provide useful guidelines, they describe 
programs rather than provide suggestions to hospitals considering 
the introduction of SUM salary levels. Salary levels for unit manag- 
ers should be set after required qualifications have been deter- 
mined, just as the latter should be determined after the more 
fundamental task transfer, orientation, and structure decisions 
have been made. 



TRAINING 

If a hospital has gone into SUM on a basis of "well let the unit 
manager work out his own job," it will have no training problem, 
but it will have a program failure. Training is critical, and hospitals 
considering SUM need to recognize that a substantial investment 
in training time will be required if a unit management program is 
to be successful. One of the study hospitals hired the first unit 
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managers a week before they went on the floor to take over re- 
sponsibilities from nursing. This was not the beginning of a success- 
ful introduction. 

Good training has an important by-product. If the unit manager 
is on top of the technical requirements of the job, a focus on being 
"one jump ahead of the nurse" makes good sense. If he is not, this 
focus simply creates problems, since it will appear that he is striv- 
ing for a status he does not deserve. 

SO — WHAT KIND OF PROGRAM? 

It is clear from the foregoing that unit management is not a sin- 
gle package. Rather, it is an approach that can vary in its imple- 
mentation with the goals which are set for it. With these goals in 
mind, three key decisions need to be m?de concerning actual tasks 
transferred, the orientation of the prognm, and the organizational 
structure which will be established. In turn, these decisions set 
the framework in which other decisions can be made concerning 
coverage, unit manager qualifications, salary levels, promotional 
ladders, and training investments required. 

Hospitals have a choice of relieving the head nurse of some of 
the pressure on her, or of significantly changing their patient unit 
organization. If a hospital goes the first route, costs should not be 
high, neither will the benefits be substantial. Moving fully toward a 
subdivision of tasks on the patient unit requires a substantial 
investment. This investment is in money, space, and perhaps most 
important, in top-level administration time. This decision should 
be made before the start, otherwise it will be just another program 
that takes on a life of its own, forcing its own imperatives rather 
than being shaped to fit the goals established for it. 

The preferences of the study team should already be clear, but 
the following statement will make these preferences explicit: 

Face high initial investments, and th'; knowledge that costs will not 
be significantly reduced. The relevant purpose to be achieved is not 
immediate cost reduction, but the development of a structure that 
wi!! make cost and quality control possible, in part by permitting a 
thoroughgoing redefinition of the nursing role in a hospital. 

This requires a maximum activity and responsibility transfer to the 
unit, which in turn requires an administrative orientation, a larger 
than average patient unit (perhaps 50-75 beds for intermediate care 
units), one manager per unit, preferably male and college educated 
with perceived status equal to the head nurse. 

Provide 24-hour, 7-day coverage in all parts of the hospital, and 
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make sure that unit personnel at the stewardess or unit aide level 
have jobs structured that make them patient oriented, which means; 
combine activities around the patient, not around a skill {floor clean- 
ing, tray serving, bed making, etc.). 

Face the unpleasant fact that ancillary department costs will not 
drop as much as unit management costs will increase; focus on the 
fact that unit management represents a structure for gaining cost 
control, and look for ways to move more toward the decentralization 
of decisions that will give the unit manager meaningful control, and 
will permit his meaningful involvement in quality control with the 
physician and nurse. 




Unit manager working with ward clerk 




CHAPTER III. 

MANAGEMENT OF CHANGE* 



Getting from one organization to another, such as moving from 
a traditional patient unit organization to a unit managermt struc- 
ture, requires persons to change their ideas and feelings about 
their jobs and about their relationships with others. Such experi- 
ences can be very painful and threatening, thus making change 
difficult. The intractability of this human element causes some 
managers to avoid change altogether and tolerate peaceful stagna- 
tion and others to arbitrarily enforce change and tolerate the 
human problems it creates. There is a better way to bring about 
change; this chapter will provide some ideas needed in introduc- 
ing SUM. 

The impact of SUM on nursing, on ancillary departments, and 
ultimately, on the total hospital can be considerable. The transition 
period, from initiation of unit management until relative stability is 
attained, may require one to five years, or even longer, depending 
on how the implementation and the change process are managed. 
There may be problems at every phase of the change process, but 
they can be managed when anticipated and understood. 

1. Why Do Good Ideas Fail? 

The types of change which management attempts to implement 
in organizations range from those which can be effected via a mem- 
orandum to those which require a change in the work habits and 
attitudes of personnel. Technical or equipment changes have 
their social aspects but do not involve the complexity of social 
change. They typically cause little disruption of the system. Social 
change, on the other hand, involves the skills, values, attitudes, 
and relationships of many people. It is these which constitute the 
problem for the manager of social change. The problem which 
will be encountered has three components which deserve consid- 
eration: the individual, the group, and the system. All three levels 
represent sources of possible resistance to the change. 



♦Robert L. Smith, Ph.D., Assistant Professor of Psychology in Nursing 
and Research Associate in the Bureau of Hospital Administration, The 
University of Michigan, had the primary responsibility for drafting this 
chapter. 
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The Individual Level 

The individual in an organization has acquired a certain set of 
skills and feelings which let him fit in the organization. There is 
comfort and security in having acquired an unambiguous relation- 
ship with the organization. A proposed social change project 
threatens this security. A person worries about whether his skills 
are obsolete, whether he can acquire the nevV skills, whether he 
will lose status, and even whether he will lose his job. Some, who 
cannot stand the ambiguity, will quit. Others will stay frozen in 
"the old way of doing things" and represent a threat to the success 
of a new program. Some of this group may become locked in what 
will be inaccurately perceived to be a "personality" conflict with 
personnel representing the new program. We observed many such 
"personality" conflicts generated by feelings of insecurity. Often 
the tensions generated by such conditions will lead to turnover 
among both the nurses and unit management personnel. 

The Unit Level 

Unit management will force a new pattern of relations among 
the nursing personnel. Under the traditional system the nurses on 
a unit have developed patterns of interaction which get work 
done, define status relations, and generally provide a stable and 
functioning work environment. Change to unit management dis- 
rupts these relations. The head nurse and team leaders may take 
more time to plan and coordinate patient care and perhaps give 
closer supervision and less autonomy to LPNs than before with the 
result that the LPN's job satisfaction is lower. The typical observa- 
tion on units with a new SUM program is that nurses do not seem 
to know what to do. It is no longer clear tc them how they are to 
spend their time or how to relate with others. 

The System Level 

The new SUM department will disrupt ancient inter-departmen- 
tal relationships. The unit manager will typically replace nursing as 
the primary contact on the patient care unit. The head nurse has 
for so long been the central person on the unit that ancillary 
department personnel will continue to wish to speak only to her or 
"a nurse." They will be unclear about the purpose and compe- 
tence of the new department. The new department, as it clarifies 
its purpose, will be making demands on the ancillary departments 
they may be unable or not wish to meet. These unexpected 
demands will tend to be resisted. The less prepared the ancillary 
departments are for SUM, the greater the resistance and the Ion- 
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ger the transition from implementation to integration which can 
be expected. 

An example from one of the study hospitals can serve to illus- 
trate many of these problems. The decision was made to transfer 
housekeeping maids to unit management to be supervised by unit 
managers. The executive housekeeper was not involved in the 
planning and implementation of this change; she learned of the 
plan when asked to transfer the personnel. She interpreted this as 
a move to replace her. She briefed her personnel concerning the 
change in their supervision in such a way that they in turn felt 
threatened about their own jobs and had difficulty accepting the 
change. They were more effectively supervised (nurses claim they 
never saw the units cleaner) but retained their old loyalties to 
housekeeping. The resistances growing from the way the change 
had been implemented became so intense that administration 
retreated, and three years later the planned change had not yet 
been made. 

2. Pre-Implementation Steps 

The management of change must succeed at all three levels if 
costly and damaging resistance is to be avoided. The important, 
point is that these factors must receive attention before the imple- 
mentation of the program. The pre-implementation groundwork 
includes three important objectives: initiation, the successful 
bunching and selling the idea; planning the unit management 
program; and preparation of personnel for the introduction. 

Initiation 

Selling the idea to key personnel right at the beginning is impor- 
tant. Initially, internal study groups might be established involving 
the medical and nursing services, the administration, and relevant 
ancillary department heads, to survey the problem and review the 
unit management literature. Key personnel who may represent 
sources of powerful resistance might be sent to workshops on unit 
management; the high acceptance of the SUM idea among work- 
shop participants can constitute a powerful social influence. 

Planning for SUM 

Once the idea has wide acceptance in principle from key per- 
sonnel, formal planning can begin. A key planning principle is this: 
the more broadly based the representation of those directly affect- 
ed, the smoother the implementation, the less intense the transi- 
tion problems, the better the morale, the more unit management 
will be viewed with approval, and so on. if those whose day-to-day 
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activities are affected by the change are involved in discussion and 
decisions about the detailed working of the new system, greater 
understanding and commitment to the action can be expected. 
One can also expect that participation in planning will produce a 
SUM model most appropriate to the problems of the hospital. A 
doctor in one of the study hospitals said it was too bad more of his 
colleagues did not have the same opportunity as he to work on the 
committee concerned with the implementation of SUM so they 
could fully understand its value. 

What has been described is the planning pattern which charac- 
terizes most successful change programs in organizations. This is 
the shared pattern; that is, decision-making is shared. The more 
typical pattern of initiating social change programs can, in contrast, 
be designated as the unilateral pattern. The management works 
out the details and then announces them in a memo, a meeting, or 
via new job descriptions. Under such circumstances, one would 
expect greater ambiguity to be experienced by the affected person- 
nel, greater resistance, and much resulting distrust and hostility. 
Interpersonal influence is far superior in generating acceptance 
and is also a powerful factor in generating resistance. What this 
suggests is that even with the unilateral pattern of initiation of 
change, key personnel from units not immediately to be phased 
into the program should somehow be familiarized with the reason 
for the program, the details of the program, and progress of tne 
initial units, so they can play a positive role in the informal com- 
munication structure. 

There are at least three degrees of personnel involvement possi- 
ble during the planning stage: the participation in planning by 
relevant personnel and representatives of relevant agencies; con- 
sultation with those personnel tangentially affected to obtain 
suggestions and feedback concerning the details of the new pro- 
gram; and finally, those who will play no direct role during the 
planning stage but who should be kept informed of developments. 
A special SUM Newsletter and/or progress reports at meetings may 
serve to keep personnel informed. 

There is not one planning area, but three: the SUM model, nurs- 
ing, and the new relationship of the ancillary departments to SUM 
and nursing. In Chapter II some suggestions for the SUM area 
were made, but care must also be taken to plan the new relations 
with ancillary departments. A new nursing model is even more 
important to clarify for nurses their new role on the unit. Nurses in 
the study hospitals characterized the impact of unit management 
on their jobs in two interestingly different ways: some saw them- 
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selves being relieved of certain tasks; others as now having the 
opportunity to do different things. From such attitudes it is possi- 
ble to infer how SUM was presented to the nurses and whether or 
not a new nursing model was developed. It is important that a new 
nursing model be developed in detail and that the dissemination 
of information to the units emphasize the ;new responsibilities 
rather than the giving up of the old. 

Preparation of Personnel 

All affected personnel should be kept informed of develop- 
ments throughout the planning period. After the planning stage 
the unit manager should be trained and the nurses should receive 
a thorough orientation concerning the new nature of their job. 

The training of the unit manager should take into account two 
component skills: how to carry out task responsiblities; and the 
interpersonal relations important to his or her new position on the 
unit, including relations with the ancillary departments as well as 
nursing. The head nurse and her staff should be well informed 
about what will be expected of them once unit management is 
implemented. Finally, the unit personnel should be involved 
collectively in the final planning for the implementation of SUM 
on their unit. There should be opportunity at this time for consid- 
erable question-asking in order to prepare all for what to expect of 
each other. If possible, medical personnel should be included in 
such activities, for during the early phase of SUM, in most of the 
study hospitals, the medical staff insisted on continuing to deal 
only with the head nurse on all non-nursing matters. 

THE CHANCE PROCESS: PHASE I— DEVELOPING THE ROLE 

Regardless of how well the SUM program is implemented, there 
will be problems with the new roles, especially for the head nurse 
and the unit manager. Others will also experience difficulty: super- 
visors; ward clerks who now have a new boss and old loyalties; 
and to a lesser extent, staff nurses and practical nurses. The clerks 
in all study hospitals resisted the change in reporting procedures. 
One clerk, after a year, still insisted she worked for the head nurse. 
Others, such as ward helpers, maids, and SUM workers, may be 
affected depending on the nature of the new program. The role 
problems of the head nurse and the unit manager following SUM 
implementation will be discussed in some detail. The others will 
not be discussed; the problems of the head nurse and unit man- 
ager will suggest the nature of the problems experienced by oth- 
ers. 



60 



62 / Service Unit Management 
1. The Head Nurse Role 

The head nurse job and that of the staff nurse can be viewed as a 
social role acquired on the job in the hospital. The head nurse's 
behavior is shaped by inputs from unit personnel, ancillary depart- 
ments, and by expectations of the hospital administration, and the 
medical staff. The head nurse role represents a patterned set of 
values, skills, and attitudes which she experiences as very natural 
but which she would be hard put to explicate. It is this integrated 
set of skills, values, and attitudes which is severely disrupted when 
an organizational change such as unit management is initiated. 
Naturally, it can become a threatening experience for the head 
nurse, and is the reason so much resistance is generated. This is 
also the reason so much resistance can be found throughout the 
unit, even though there is strong nursing administration support 
for the program. This is why the head nurse is going to experi- 
ence considerable "pain" in accepting and committing herself to 
the new program. 

The essence of the problem for the head nurse is to unlearn a 
set of responses, behavioral and attitudinal, formerly elicited by 
the events of the day on the unit. The oSd responses compete with 
the new responses and the old responses are often hard to sup- 
press. It is always easier to train a new person into a new role than 
retrain a person under such circumstances. One hospital in the 
study had former supervisors, former nursing faculty, and former 
head nurses learn the new head nurse role. They observe that the 
former supervisors and especially the former faculty members 
learned the new role much more quickly than did the head nurses. 
The faculty members had no old responses to suppress and could 
concentrate on learning the responses appropriate to the new 
role. Their unit managers developed their own roles more effi- 
ciently and effectively also. Such observations are not unusual. 
Unlearning the old role, suppressing the old automatic "natural" 
responses to stimuli, interferes with acquiring the new role and 
also has a negative effect on the unit manager's role acquisition. 

One characteristic of the traditional head nurse role is that she is 
supposed to know everything. This feeling will persist after unit 
management begins and she will feel uncomfortable not knowing 
things. 

What Can Be Done? 

Since the problem of learning a new role will occur, it is best to 
prepare for it. There are at least three measures which can be 
taken to prepare the head nurse and other nursing personnel 
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affected by the change: acquaint the nurse with the problems of 
role change; provide institutional, social, and emotional support; 
and provide nursing and the head nurse with a clear new nursing 
model. 

The head nurse should be told just what she will be going 
through. She should understand about the problems of unlearn- 
ing, of having to suppress the old acts and feelings. She should 
understand that failure to do so makes things more difficult for the 
new unit manager. This suggestion is based on the premise that 
she can then better recognize what she is experiencing and can 
more self-consciously deal with the problems. 

At the same time, the head nurse should receive considerable 
social and institutional support as she learns her new role and 
drops old behaviors and attitudes. She should have the opportu- 
nity to express freely her feelings and ideas and it is important that 
her successes be recognized at each stage as she adapts. These 
experiences and opportunities are in addition to institutionalized 
problem-solving opportunities set up with the unit manager. One 
of the study hospitals had a good way of handling this need. For 
reasons having nothing to do with unit management, the hospital 
had a nurse with the title, administrative assistant, who served in a 
sort of ombudsman role. Nursing personnel and others came to 
her at any time they felt they needed to get something off their 
chests. This nurse did not always wait for people to come to her 
but would go to people who seemed to need some emotional 
support. 

The third measure that can be taken is perhaps the most impor- 
tant. It is one thing to shed certain values and attitudes and sup- 
press certain skill behaviors and quite another to acquire a new 
set. It is important that a viable new role be conceived involving a 
new set of traditions with implied values, skills, and attitudes. Then 
the head nurse has a model, has something to move toward rather 
than only something to move away from. The transition is more 
difficult if she is only unlearning, only suppressing the old 
responses. She is only learning what not to do, not what to do. This 
makes her "new" role a left-over and it may not be a viable whole. 
So nursing in general and the head nurse role in particular should 
be reconceptualized. This role reconceptualization should be tai- 
lored to meet the needs of the particular hospital. 

Regardless of what is done, in time and with personnel turnover, 
unit management will come to be accepted and seen as "natural," 
if for no other reason than that nursing no longer has the skills to 
perform many of the unit management tasks. As new nurses come 
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into the hospital they are socialized and integrated into the ongo- 
ing system. They will experience fewer problems than those who 
were present at the beginning. However, in the process of being 
socialized, the nurses will acquire the prevailing attitudes concern- 
ing unit management. These can be such that they do not facilitate 
problem-solving and cooperation. The inter-relations of nursing 
and SUM in the initial stages provide a heritage which will be lived 
with years later. 

Some Study Findings 

The nurses in the SUM study hospitals generally accepted the 
unit management idea even though in some cases there was con- 
siderable tension between the two services. The nurses from the 
hospital which was experiencing the greatest difficulty were still 
significantly more approving than indifferent to unit mangement. 1 
This finding suggests that the unit mangement idea generally has 
intrinsic appeal to nurses once they have been exposed to it 
regardless of the difficulty with any specific program. 

2. The Unit Manager Role 

The initial unit manager will have to create his role and no mat- 
ter how thorough the initial job description, the development of 
the role will be difficult and painful for the manager. He (or she) 
often does not know the hospital, hospital terminology, forms and 
procedures, the ward clerk who has become his responsibility, the 
ward clerk job, the head nurse with whom he is to work, or the 
key personnel of ancillary departments. The ward clerk will typi- 
cally have old loyalties to the head nurse and nursing and will be 
resistant to being supervised by the unit manager especially when 
the manager does not seem to know the ward clerk job. The nurs- 
ing supervisor, a possible source of social support, may be having 
role-definition problems of her own which would limit the support 
she could provide. 

What Can Be Done? 

The creation of an entirely new role in a system involving the 
interpersonal and interdepartmental interactions of the unit man- 
ager role is a complex and difficult process. However, some of the 



'The nurses felt it was possible to do their job better with unit manage- 
ment, that their job was easier and more interesting, and they preferred 
unit management over the traditional system. 
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painful aspects can be minimized and the role development facili- 
tated. In the first place, the unit manager should be as we!) trained 
as possible, considering the hospital's lack of experience with the 
new role. In every study hospital, the head nurses and unit manag- 
ers who had experienced the beginning of SUM reported that a 
major problem had been the manager's lack of competence. The 
attitudes developed at this time made the manager's effort to earn 
the confidence and respect of nursing and his own staff doubly 
difficult. One hospital which was having difficulty with its SUM 
program after five years almost gave it up when the program direc- 
tor and most of the managers quit. The administration put one of 
its new managers in charge as director. Her diagnosis, based on her 
brief experience as a unit manager, was that the major problem 
was lack of adequate training for managers. She proceeded care- 
fully to select her managers and trained them thoroughly. She 
resisted the pressure to expand SUM to all nursing units in the 
hospital and extended it to additional units only when she had 
trained managers. At the time of the study, her program was one of 
the most successful observed. 

The manager should have the opportunity to get to know the 
head nurse with whom he will be working quite well, socially, if 
possible. He should be well acquainted with the personnel and 
functions of all ancillary departments, which should have been 
well briefed concerning unit management. It would be very help- 
ful, as part of the manager's training, to include a few days intern- 
ship or cross-training in the key ancillary departments. 

Both the new manager and the head nurse should be familiar 
with the nature of the problems of role development each will 
face so they can anticipate and recognize instances of the problem 
and be more helpful to each other. Finally, the manager should 
have regular access to higher levels of authority for aid in dealing 
with the substantive and emotional aspects of role development. 
He is often going to feel quite lonely as a newcomer and outsider 
on the patient care unit and will need understanding institutional 
support. 

One recurring theme picked up from nurses in the study hospi- 
tals was that they were very unprepared for what they initially 
experienced with SUM. They were presented with an ideal type 
which was far removed from reality. The discrepancy caused much 
ill feeling. This suggests a more realistic preparation for the nurses 
which would include not only the ideal but the real problems to 
be encountered and solved before attaining the ideal. 
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THE CHANGE PROCESS: PHASE II — UNIT INTEGRATION 

The initial role problems become less intense when the unit 
manager, the head nurse, and other unit personnel have a clear 
understanding of their own and the other's role. Then a different 
and organizationally more serious set of problems typically be- 
comes apparent. Two simple realities cause those problems, -irst, 
what had once been an integrated set of tasks and responsibilities 
handled by a single person, the head nurse, is now two separate 
sets lacking integration. Second, there are two new models of task 
ana " responsibility definitions: the SUM model and the nursing 
model. Role definitions made separately by the unit manager and 
the head nurse result in gaps and overlaps concerning who does 
what. 

The physical proximity of the two services and their high inter- 
dependence makes the situation ripe for conflict and usually that is 
what occurs. The symptoms of conflict are easy to observe: expres- 
sion of feelings of distrust and suspicion; decision-making based 
on distortion of information; and interaction characterized by rigid- 
ity, formality, and avoidance to the extent possible. 

Given the development of such conditions, several kinds of 
interaction between the two services can be observed. For exam- 
ple, one typical pattern is to make unreasonable demands. Usually, 
it is nursing which makes some demand of unit management. Unit 
management then will make a counter demand such as "fill out 
the form," or "have the request in by a certain hour." Exaggera- 
tion becomes the order of the day. There is often deliberate distor- 
tion so that urgency and needs are misrepresented. Power plays 
become common with each service going higher in the structure 
to get pressure applied on the other group rather than relying on 
direct problem-solving. There is complete mistrust. In time, all 
communications are assumed to be exaggerated, requests padded, 
and urgency nonexistent. Then, there is rigid resistance. The point 
is reached where neither service can cooperate even if it would 
like to. One side cannot afford to cooperate unilaterally because it 
would subordinate that service to the other. So, the organizational 
experience resulting from the cooperative act would be a kind of 
punishment, not reward. Neither side can .afford to concede a 
point to the other. Contacts between services become strictly lim- 
ited in order to avoid discomfort and to provide protection from 
real but minimized shortcomings and real but again minimized 
flexibility. 

What are the consequences? They are often quite severe. The 
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services wil! attempt to circumvent each other when they can. In 
one study hospital, for instance, nursing would call maintenance 
directly rather than work through the unit manager. Direct unilat- 
eral action will be taken which usurps the jurisdiction of the other 
service. Blaming and blame-avoidance becomes commonplace. 
Vindictiveness, "make him squirm/' becomes a common impulse. 
In one hospital, nursing administration asked all supervisors and 
head nurses to call directly to the service unit department head 
with every single complaint, day or night. The department head 
received so many phone calls at home he changed to an unlisted 
number. Problem-solving attempts will frequently degenerate into 
greater formalization of rules about who makes decisions and who 
has jurisdiction. Such decisions solve nothing and are less func- 
tional in the long run. They tend to be experienced as defeats by 
one or both parties and generate more bad feelings for maintain- 
ing or increasing the conflict. 

Almost every study hospital experienced a period of such condi- 
tions, although the intensity of the conflict varied. Where the con- 
flict was at an intense level, high turnover among unit managers 
became a problem. In two instances, the turnover was so high that 
the survival of the program was in question after the departure of 
the program director. The important point here is that every hospi- 
tal experiences some degree of conflict. It is unavoidable because 
of die high interdependence and physical proximity of the two 
services. The problem is to so manage the change process that the 
conflict does not get out of hand and destroy the program or that 
the conditions become so chronic that further progress is 
impeded. 

1. What Can Be Done? 

We have said that the interdependence and proximity of the two 
services are a source of inevitable conflict. But we need to say 
more. What is there about the relationship between the two ser- 
vices that can generate conflict? There are several factors. Among 
them are: the relative status of the unit manager and head nurse; 
overload of the unit manager and head nurse; organizational 
competence of the two services; and the different nature of the 
tasks and responsibilities. Each of these factors will be discussed 
separately along with suggestions about how to avoid the develop- 
ment of a chronic conflict state. 

Relative Status 

Equivalent status on the unit between the two services will lead 
to certain problems but will eliminate others. Some of the pros and 
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cons of the alternatives were discussed in dhapter II. 

The subordinate group is usually unit management if the hospi- 
tal decides on other than equivalent status. The result usually is 
pressure on the new service to adapt to [nursing, the dominant 
group. A major effect is resentment on the jpart of the subordinate 
personnel. Most organizations can point io internal examples of 



)rdinated group, SUM, 
ibilities to be relatively 
a natural response and 



such interdepartmental relations. The sub< 
will usually try to define tasks and respond 
independent of the dominant group. This i« 
can result in a powerful source of conflict. !! 

Hospitals that systematically develop the! "serve nursing" orien- 
tation among their unit management personnel usually have many 
formal and informal methods of signifying nursing's dominant 
status. In one study hospital which had successfully implemented a 
subordinate type SUM (successful in that t|ie system was relatively 
stable, conflict was contained, manager jofj turnover low, and job 
satisfaction reasonably high), the unit mana gers, who were respon- 
sible for maintaining all standard supplies, jihad to obtain the head 
nurse's signature on all requisitions to ('.entral supplies and to 
laundry for linen. The managers were frequently reminded they 
were there to serve nursing. The SUM workers likewise were fre- 



quently so reminded by both nursing pi 
nurse's aide) and the unit manager. The 
role were upset about these little indignity 



rsonnel (especially the 
women in the manager 
s and resentful over the 



disparity between their pay relative to tKe head and staff nurses 
and the fact that they were each supervising 15 to 20 people. 2 

Overload 

Overload has a mixed potential for conflict or collaboration. If 
the implementation process has been cjollaborative and such a 
mood established, then under conditions of overload, the unit 
manager and head nurse may turn to each other for help. Howev- 
er, conflict is more likely because the increased tension and frus- 
tration accompanying overload often lead to aggression. Overload 



2 The discussion in Chapter II emphasized t ie relationship between the 
selection of purpose and the characteristics sought in the unit manager. 
Hospitals in large urban areas which decide on the subordinated role for 
unit management where the pay is modest and the typical unit manager is 
a mature woman can expect in time to have: 

(with black clerks and SUM workers). If the 
potential of this situation can be explosive (with the interdepartmental 
conflict gradually taking on racial overtones which can greatly increase the 
difficulty of managing the conflict. i 



mostly black unit managers 
RNs are white, the conflict 
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may decrease the time available to fully consider the implications 
of events and limit the time available to make moves to contain 
conflict. Overload conditions will heighten the intensity of any 
conflict already present and will contribute to the difficulty of 
changing an ongoing conflict pattern. 

In summary, overload will probably generate or intensify already 
present conflict. Th^ head nurse and unit manager roles should be 
assessed with respect to amount of overload and each person 
should have sufficient time to handle the inter-service substantive 
and process problems, especially at the beginning of SUM. 

Organizational Competence 

How strong or how inept the two services are will have a power- 
ful effect on how they get along. If both services are well adminis- 
tered, if service objectives are clear, if the personnel are compe- 
tent and attain objectives, and if job morale is high, one has the 
optimal conditions for collaborative interaction. The other 
extreme, both services floundering, unclear regarding objectives, 
and with low morale, is optimal for scapegoating. A nursing service 
which was strong and vital could probably live with a chaotic unit 
management program. It would not be a satisfactory condition for 
nursing but nursing would be unlikely to be bitterly complaining 
and blaming. Rather, one would expect facilitative problem solving 
attempts from nursing in order to improve unit management. 

The other alternative is a strong unit management program and 
an ineffective nursing service. Such a state is unlikely. It would be 
difficult to develop a very effective unit managment service 
because of considerable wasted effort in dealing with interservice 
problems especially if the conflict became extremely intense. In 
summary, then, the stronger the nursing service the less conflict 
and the best prognosis for unit managment. 

Nature of job 

Another source of potential conflict lies in the different nature 
of the unit managment tasks and nursing tasks. Since the managers 
are likely to be efficiency oriented, conflict is probable. A value 
difference in background and job experience can lead to conflict 
which seems difficult to resolve. The unit managers will value sta- 
bility; their responsibilities can be organized into a relatively stable 
set of tasks which can be performed at specified times by specified 
personnel. Nursing will often be perceived to be interfering with 
unit management and this "interference" will be resisted. Unit 
management will feel that nursing does not understand its prob- 
lems, that if it did, it would conform to the routine times and ways 
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of getting everything done. Unit managers sometimes feel that if it 
were not for nurses, they could get their job done better. 

Nursing, on the other hand, often requires considerable flexibil- 
ity. More routine activities can be dropped for emergencies. When 
SUM does not appear to be as responsive as nursing feels is appro- 
priate, it is devalued. Nursing feels SUM does not understand, 
cannot be depended on, does not understand that a professional 
requires flexibility in the system. 

Given two such contrasting value orientations, stability vs. flexi- 
bility, considerable conflict and tension are possible. This potential 
source of conflict is one of the reasons all evaluations of unit per- 
formance under unit management should emphasize the overall 
performance. Emphasis on the separate performances will more 
likely generate conflict and, if present, intensify it. 

2. When Conflict Is Out of Control 

If the conflict reaches the point that reality no longer affects 
decisions and behaviors, it will be important to move the protag- 
onists from their polarized emotional states to a degree of con- 
sensus on some issues. One measure which can be taken is to 
bring in a neutral third party to serve as an observer-information 
gatherer. One of the study hospitals did just this. It hired a nurse 
who had some research experience and had the social skills to be 
accepted by all unit personnel. She was committed to the overall 
program and succeeded in not becoming identified with the con- 
flict. She spent most of her time on the unit observing behavior and 
followed up all major incidents. She had the detachment to per- 
ceive what the problems were independent of the personalities 
involved. She was able to identify the system problems which were 
generating the conflict. With this perspective, it was possible to 
begin to examine relationships without recriminations and counter 
charges. j; 

Good management of the change process requires not only 
sophisticated implementation but accurate information about how 
things are going for SUM and nursing — therefore, one may wish to 
establish at the beginning the neutral observer role as part of the 
information gathering and problem-solving machinery. 

As a remedial measure and as a general principle, any time 
either service performs a cooperative act, it should not go unno- 
ticed. It should receive public recognition, public reinforcement. 
The objective of this measure in managing conflict will be to move 
the chief protagonists from polarized positions into a problem- 
solving mood. 
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If, as sometime will be the case, the "personality conflict" is out 
of hand, one may have to accept the loss of some unit managers 
(or less likely, head nurses) in order to obtain a fresh start. A head 
nurse with a replacement unit manager will probably be highly 
motivated to achieve some success with the unit management 
program. After all, the head nurse who finds a series of unit man- 
agers to have "bad personalities" is in an awkward position. 

3. Some Study Findings 
Acceptance of SUM 

The study showed that nurses with low-rated tension with SUM, 
had high consensus concerning who had responsibility for what 
activity. The good head nurse-unit manager agreement concerning 
task responsibility pointed to high acceptance of unit management. 

Within SUM, the characteristics which best indicated high 
acceptance among nurses were the presence of the "serve admini- 
stration" theme, higher education of managers, and a larger 
number of activities transferred to the new service. 

Status of Unit Manager 

Another set of findings concerned the power (relative to the 
head nurse's power) attributed to the unit manager by nursing. 
This was of interest because of the concern, when designing a unit 
managment program, with the relative head nurse-unit manager 
status. Usually the concern is to be sure not to threaten the head 
nurse, rather to subordinate the unit management service. Howev- 
er, more equal status may be preferable. 

For nursing, the study showed that the more advanced the 
change phase, the better the department head agreement con- 
cerning unit task responsibility, and the smaller the unit, the 
greater power (relative to the head nurse) attributed to the man- 
ager by nurses. .... . . 

For unit management, the findings are similar: advanced change 
phase, fewer beds, and male managers predicted to higher power. 
These findings were interpreted to mean that being perceived by 
nursing to be powerful means being perceived as competent and 
effective (i.e., more advanced change phase). Good department 
head agreement suggests that there is more open communication 
at levels above the unit and stronger institutional support for the 
program. The fewer beds under the manager and head nurse 
suggest that structurally they have the opportunity to work better 
on the inter-service problems and that the unit manager's perfor- 
mance is more visible and probably more responsive to nursing 
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needs. The fewer beds under the head nurse probably are asso- 
ciated with a smaller staff and suggest less probability of overload 
and therefore more readiness and opportunity for problem solv- 
ing. The male managers probably are viewed as having more 
power simply because they are males. However, there may be 
another factor also: being male and dealing with female head 
nurses, they are probably more influential in initiating successful 
problem-solving efforts. 

Unit Manager-Head Nurse Agreement 

The final set of findings to be reviewed is the factors which pre- 
dict to high agreement between the head nurse and unit manager 
concerning which service has responsibilitiy for which non-nursing 
tasks (see the list of tasks used in Appendix 1). The findings are 
comparable to those already covered such as: more advanced 
change phase and older SUM programs predicted to agreement. 
So did task transfer: more to SUM, fewer tasks remaining with 
nursing and ancillary departments. Better educated and being 
male also predicted for SUM, as did good SUM-nursing depart- 
ment head agreement on task responsibility. The final factors were 
a smaller RN staff and a more participative head nurse leadership 
:ityle. 

It can be inferred that, on units representing better head nurse- 
rnanager agreement, the head nurse experienced less overload 
(fewer tasks) and had a more relaxed leadership style (more partic- 
ipative). It would seem also that the managers were more sophisti- 
cated about problem-solving (male and better educated). These 
factors along with the apparent structual support (good depart- 
ment head agreement) all suggest increased opportunity for open 
communication and higher capability for taking advantage of the 
opportunity. 



PHASE III— SYSTEM INTEGRATION 

In time, the SUM-nursing conflict will tend to become stable, if 
not fully resolved. It is then that another set of problems becomes 
apparent involving SUM and the ancillary departments. The unit 
manager finds he cannot always fulfill his responsibilities when he 
has to depend on some of these other departments. Which depart- 
ment or departments vary with the hospital— in one, it is mainte- 
nance, in another, housekeeping, or some other department that 
becomes the bane of his life. The manager is then caught between 
nursing, which makes what he comes to accept as legitimate 
demands, and the often inadequate procedures of the ancillary 
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departments. The manager begins to feel increasingly frustrated. 

The ancillary departments typically are not responsive to SUM's 
problem solving attempts. They have no incentive to cooperate 
because they are not experiencing any "pain." They are resistant 
to setting up separate procedures for the SUM units because they 
often do not have the resources to devote to mutual problem solv- 
ing, and they sometimes are unclear concerning the nature of the 
new department. 

It is at this point that the hospital begins to experience an unex- 
pected consequence of unit management. SUM was expected to 
help solve problems on the patient care unit. What begins to 
become clear is that there is another set of problems with ancillary 
departments that interferes with the efficient and effective opera- 
tion of the unit. Since this was not expected, no attention has been 
devoted to this area. From the administration's point of view, then, 
a successful SUM program brings with it many new problems. 

Each study hospital could berve as a case study of such ancillary 
department relations. In one hospital, the managers noted they 
were devoting an excessive amount of time filling out requisitions 
and wanted to develop a checklist for standard supply items. They 
developed a prototype but after a year had not succeeded in 
obtaining Central Stores' cooperation in implementing the change. 
In another hospital with stewardesses, who brought in the patient's 
tray, dietary began to get criticism it had never experienced before 
regarding such items as the wrong tray, missing items, and cold 
food. In another, pharmacy's refusal to deal with anyone other 
than a nurse was an issue. In still another, the indifference of 
housekeeping and maintenance to unit managers' requests kept 
the managers in a constantly vulnerable position with nursing. 

It is at this point, when unit managers cannot deliver, when they 
perceive the reason, but cannot establish mutual problem solving 
efforts with the ancillary departments, and especially when the 
Phase II (unit integration) problems have not been completely 
resolved, that the lowest point in the history of the hospital's unit 
management program occurs. Morale is the lowest, turnover is 
high, and often the SUM department head leaves. The department 
almost goes out of existence. Hospital and nursing administration 
at this time are faced with the decision whether to return to the 
traditional patient care organization or salvage unit management. 
In all the study hospitals, the latter decision was adopted. Nurses at 
the unit level had accepted the SUM idea in principle even though 
it was not functioning well. Nursing administration was committed 
to getting nursing away from the trend toward increasing numbers 
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of non-nursing functions. In other words, the original reasons for 
initiating unit management were still valid. In addition, hospital 
administration had become increasingly concerned with how the 
patient care unit functioned and the nature of the problems was 
clearer. 

When the decision is made to salvage the program, the SUM 
department typically gets a new head, is sometimes moved to a 
new spot in the hospital organization, one reflecting its new status, 
and the administration's interest in and commitment to the new 
department is publicized. From this point on, the unit manage- 
ment program tends to grow and prosper. There are still problems, 
of course, but with the new image and personnel, the unit manage- 
ment program becomes and remains strong. 

Some aspects of this phase are probably inevitable. That is, unit 
management will not know where the key problem areas are until 
it has had some experience and, perhaps more important, has 
achieved some degree of integration and stability with nursing. 
That is, so long as the unit integration problem is unresolved, it is 
difficult for the manager to sort out his experiences and attain 
perspective on the role of the ancillary departments. Nursing, for 
instance, may be dealing with an ancillary department directly so it 
is difficult to perceive that that department may represent a sepa- 
rate problem independent of the nursing problem. 

We noted in the study hospitals that nursing also reached the 
position, once the unit integration problem was partially solved, 
where it could identify a serious problem of its own. Its problem, 
one that creates some discontent, is that it has no viable concept of 
the role of the professional nurse. Once its problems with unit 
management are under control, its lack of a professional model 
becomes readily apparent. As previously suggested, this is a prob- 
lem that can also be initially attacked in the pre-implementation 
period. 

What Can Be Done? 

Even though it may take time before the managers can begin to 
identify the problems with the ancillary departments, the ancillary 
departments should, even before implementation, be thoroughly 
acquainted with the purpose of unit management and the admini- 
stration's interest in its success. The key ancillary departments 
might be placed under a single assistant administrator who is 
committed to the new program, or problem solving machinery 
might be established early which would provide the opportunity 
for dealing with the problems as they arose and were identified. 
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The problems of this phase can begin to be managed in the pre-im- 
plementation phase as discussed at the beginning of this chapter. 

The Phases of Change 

Although we have discussed the problems of the phases of social 
change in an implied chronological order, it should not be inferred 
that they do not overlap in time. The problems of each phase can 
be and are all present at once. They have been discussed as they 
were for a quite practical reason: the chief problem of each phase 
must be partially solved before the problem of the next phase can 
be clearly identified and before the personnel have the energy to 
attack the problem. 

Figure 111-'! illustrates the overlapping of the three change prob- 
lems. Directing great attention at the system integration problem, 
for instance, before the other two sets are solved will be largely 
wasted effort. Groundwork may be done in advance to facilitate 
later problem resolution but current effort is best focused on the 
earlier (with respect to order) unsolved problem. From Figure 111-1 
one can appreciate the condition which exists if the program 
development is stopped at the first or second phase. The unsolved 
problems become chronic sources of discomfort to personnel and 
prevent moving on to later problems. 
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The hospitals in the study tended to be trailblazers with respect 
to innovations in the management of the patient care unit. They 
therefore provided rich information concerning the problem of 
requiring management in the change process. Hospitals which 
now go into unit management have greater awareness about what 
to expect and need not experience the problems to the same 
intensity. Yet as the study hospitals have shown, even the "play by 
ear" method can lead to success. It merely costs more in time, effi- 
ciency, and personnel, and takes longer. 



BEYOND PHASE III 

One of the consequences of SUM is that hospital administra- 
tion becomes involved in the administration of the patient care 
unit. It is too early to be sure what all the long run consequences 
after SUM will be, but some possibilities have been noted. One 
thing seems certain— moving toward some version of SUM in lar- 
ger hospitals is likely an irreversible trend. 

1. Added Unit Functions for SUM 

Once the new service has been established in the system, the 
possibility exists for adding relatively easily other functions tradi- 
tionally the responsibility of ancillary departments or nursing, 
including some direct patient care activities. Theoretically, any 
activity of the unit short of those legally restricted to a physician or 
a registered nurse can become the responsibility of unit manage- 
ment. Once the new structure is established, new functions can be 
added as they seem feasible and promise increased efficiency. 

It is even conceivable, depending on the direction nursing takes, 
that the unit manager may supervise technicians carrying out 
medical and nursing orders. Such a radical move has not yet taken 
place that we know. However, it is being considered. 

2. Added Decentralized Functions 

Another avenue for extending the functions of unit manage- 
ment is to decentralize some functions currently located elsewhere 
in the system such as some admissions clerical work or other post 
discharge paperwork, which can be done more cheaply and effi- 
ciently by an effective staff on the unit. 

3. Extension of SUM Concept 

One trend observed was the extension of the professional 
management concept to other departments of the hospital. The 
reasoning was as follows: if the argument for introducing profes- 
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sional management to free the nurse to nurse is valid, then the 
argument has equal force with respect to pharmacy, laboratories, 
out-patient, and other departments. The instances of such exten- 
sions of the concept so observed appeared to have been quite 
effective. Such changes appear to have been easier to institution- 
alize because only one shift was involved. 

4. Need for the RN 

In the absence of a new viable nursing model and enhanced 
professional performance of the RN under SUM, an issue that may 
arise is whether the RN, as we know her, is any longer needed. 
There appears to be the feeling in the nursing service that she has 
a ro!e to play but it is not clear exactly what it is. The problem is 
that much of what the RN at one time did has been delegated to 
the LPN and nurses' aide. With unit management assuming respon- 
sibility for the clerical and coordinating functions, it is not clear 
what is left of the RN's old duties other than supervision or taking 
over some of the LPN level activities. Hospitals with RN shortages 
are using upgraded LPNs frequently to replace the RN. The gen- 
eral idea is that it may be possible to reconceptualize all present 
nursing activities into sets which can be carried out by specially 
trained technicians. One hospital in our study, for example, has 
tried this with medication technicians passing all medications and 
handling medication records. This appears to have worked out 
quite well. Possibly the new role for registered nurses will be one 
of more clinical responsibility. 3 

5. Clinical Specialists 

In line with more responsibility is the idea that a successful unit 
management program provides the opportunity to institutionalize 
the extensive utilization of clinical specialists in two general direc- 
tions. One is that the clinical specialist will consult with the physi- 
cian, examine the patient, develop a care plan, write nursing 
orders, and follow the patient. Under this model, RNs or specially 
trained technicians would carry out the orders under someone 
else's supervision. 4 



*Under Dean Dorothy Smith, at the University of Florida, some interest- 
ing work is being done on the role of the baccalaureate graduate in devel- 
oping nursing care plans and in supervising other nursing personnel to 
carry out these plans. 

Significant work in developing the role of clinical specialist is being 
done at Case Western Reserve College of Nursing in cooperation with 
Cleveland University Hospitals. 
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The more usual model is to view the specialist instead as a con- 
sultant to the RNs who, it is assumed, will become more sophisti- 
cated about the nursing care plans. 

6. Decentralized Policy Making 

When hospital administration is directly represented at the unit 
level, there exists the opportunity of establishing decentralized 
policymaking along with nursing and medicine, the other two ser- 
vices concerned with the operation of the unit. The policy-making 
may be set at the unit floor or specialty level. Hospitals which are 
trying this are generally very pleased with the results. 

SUMMARY 



This study was undertaken to evaluate whether Service Unit 
Management is serving the purposes claimed, namely, reducing 
costs, improving quality of care, saving professional nursing time, 
increasing personnel satisfaction, and setting a stage for further 
improvements. We found that in general SUM was serving the 
purposes claimed. Briefly, our findings included the following: 

COST j 

There was no evidence that SUM reduces nor significantly 
increases personnel costs. SUM has the potential to reduce costs 
related to ancillary departments, utilization of supplies and equip- 
ment, and administration. We inferred that personnel turnover 
costs were less on SUM units because of the greater job satisfac- 
tion of the professional and non-professional personnel. 

PERMITS THE NURSE TO RETURN TO THE PATIENT 

SUM was effective in relieving nursing of responsibility for many 
non-nursing activities. The head nurse role, in this respect, is 
affected more than that of the staff nurse. The impact on the LPN 
role is minimal. 

However, it is clear that the professional nurse has not taken full 
advantage of the opportunity SUM provides. There is nothing 
implicit in the SUM concept which suggests different patient care 
behavior for nurses. To improve nursing care, it is necessary to 
have a separate parallel program aimed at effective re-orientation 
of the professional nurse. 
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QUALITY OF CARE 

The evidence showed there is higher quality of patient care on 
the SUM units both with respect to nursing and to non-nursing 
care. 

The differences were greater for non-nursing care (largely 
reflecting the effectiveness of SUM) than for nursing care. This also 
suggests that nursing has not fully exploited the opportunities that 
SUM provides. 



EFFICIENCY 

It appears that SUM units do function more efficiently presum- 
ably due to a clearer specification of responsibilities and to task 
specialization. That is, considering quality of care and staffing 
together, the differences in quality (favoring the SUM units) were 
greater than can be accounted for by any differences in staffing. 
Therefore, we infer more effective utilization of unit personnel on 
SUM units. 

MORALE AND TURNOVER OF THE PROFESSIONAL NURSE 

We have no information on turnover, but because of the rela- 
tionship between turnover and job satisfaction (established in 
other studies), we infer less turnover in SUM hospitals. We found 
the job satisfaction of nurses to be greater on SUM units. Nurses 
on SUM units have more positive work experiences and fewer 
negative experiences. 

The job satisfaction of the non-professional personnel was also 
much higher on SUM units. 

SUM SETS STAGE FOR FURTHER INNOVATIONS 

A SUM program, once successfully established, provides the 
opportunity for additional important changes such as radical 
reconceptualization of nursing, changes in the ancillary depart- 
ments, decentralization of clerical, administrative, policy-making, 
and other activities. 

In addition to evaluating whether SUM is serving the purposes 
claimed, we wished to determine the characteristics of unit man- 
agement programs. We discovered that no two hospitals with SUM 
had quite the same program. Each hospital had evolved its own 
version based on its perception of the major purposes to be served 
and certain political realities in that hospital. Each hospital had to 
make a set of decisions, many interrelated, to evolve their SUM 
program. The key issues requiring resolution include: 
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TASKS AND RESPONSIBILITIES; 

What jobs can be transferred to unit manage^ 
fied eight sets of activities, any one or all or an| 
which might characterize a unit management pro| 

Logistic and Clerical 

1. Handling supplies, equipment, and contr 
nance 

2. Traditional ward clerk activities 

3. Transcription of physician orders 

Patient Support 

4. Patient transportation and messenger service 

5. Housekeeping 

6. Dietary 

7. Non-professional direct patient care 

Administrative j 

8. Admitting, accounting, and other activities 
more efficiently on the unit. 



nent? We identi- 
f combination of 
;ram. 

cts with mainte- 



that can be done 



FOCUS OF SUM 

Each unit management program can be characterized by the 
major purpose to which it is oriented. These orferitations are: 

1. To serve nursing 

2. To serve administration 

3. To serve the patient 



ORGANIZATIONAL STRUCTURE 

The third major choice to be made (after task allocation and the 
focus of SUM) concerns decisions in regard tc| the structure of the 
new department and its relationship to nursing 

1. The unit manager-head nurse relationship. This is the "What 
is a unit?" question. Will there be a mani) 
will a manager have two or more units? 
manager parallel to the nursing supervis 
limbo with no clear working relations!; 
supervisor or head nurse? 

2. Formal Structure . Is the SUM program to 
a separate parallel department? 



ger for each unit or 
If the latter, is the 
or in nursing or in 
ip with either the 

|>e under nursing or 
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UNIT MANAGER QUALIFICATIONS 

The previous decisions, activities transferred and personnel to be 
supervised, orientation of the program, and organizational struc- 
ture for SUM define the role of the unit manager and have impli- 
cations concerning his qualifications. The two principal qualifica- 
tion factors are: 

1. Education. The main choices here are college degree, some 

college, or high school diploma. j 

2. Experience. Hospital, business, and/or supervisory experience 
are the major concerns. 

The final set of observations resulting from the SUM study con- 
cerns the problem of managing social change. How the SUM pro- 
gram is implemented will often have more to do with its early 
success or failure than factors intrinsic to the program itself. We 
identified steps that might be taken to facilitate the implementa- 
tion of the program and problems to anticipate during the change 
process. j : . j-;!. •• 

1. initiation. Key personnel in nursing, administration, medicine, 

and ancillary departments should understand the nature of 
SUM and accept the idea in principle. | / 

2. Planning for SUM. Planning should involve three levels of 
participation: those actively involved in the planning; those 
consulted; and those who are kept informed. The content of 
the planning should include a reconceptionalization of the 
nurse's role as well as the development of the manager's role. 

3. Preparation of unit personnel. The manager should be well 

trained and the head nurse thoroughly oriented concerning 
her new role. Unit personnel should be involved in planning 
the details for implementation of SUM. ; / fj • 

’ ' • i; ■■ !■ ' '!: ' ’ ; 

THE CHANGE PROCESS j *■! 

•l: :j:.. .V % 

We have identified three major types of problems which require 
management as the SUM program evolves to become part of the 
hospital organization. !; ;> | f ;J • 

1 . Developing the role . Measures must be taken to facilitate the 

acquiring of new roles by the "old" head nurse and the new 
unit manager. < j:\. jj ■ -| ' . | : --j. ; 

2. Unit integration. Once the role learning is progressing well, 
much effort and attention must be directed at integrating the 
two services, SUM and nursing, so that they work well 
together toward common objectives. The interdependence 
and proximity of the two services will generate such conflicts 
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as the relative status of the manager and head nurse; overload 
of either or both; the competence of the two services; and 
the different nature of their tasks and responsibilities. 

3. System integration . The final set of problems will involve the 
unit management department with ancillary departments. 
Administrative attention to practices of the ancillary depart- 
ments which interfere with the efficient and effective opera- 
tion of the unit will be necessary to integrate SUM fully into 
the hospital structure. 

Successful SUM programs are raising issues and providing oppor- 
tunities never visualized by the innovating hospitals which in the 
late fifties and early sixties began experimenting with SUM. For 
these reasons, as well as the original purposes claimed for SUM, we 
expect some form of unit management to be found in most larger 
hospitals by the end of the seventies. The spread of the innovation 
will be rapid if the trend we have noted continues: three hospitals 
in the U.S. had SUM in January 1960; the number was up to 20, five 



years later; and we estimate there are about 170 as of January 
It is our opinion that SUM is here to stay. 



1970. 




APPENDIX 



ACTIVITIES LIST 
For SUM Units 



A. General Activities 

1. Answering phone calls to the 
nursing unit 

2. Directing visitors who arrive on 
the nursing unit 

3. Maintaining the census record 

4. Admitting patients 

5. Discharging patients 

6. Transferring patients 

7. Block charting medications 

8. Block charting treatments 

9. Graphic charting of treatments 

10. Completing referral records 

11. Sending lab specimens 

12. Filling out requisitions 

13. Sending out requisitions 

14. Receiving requisitions 

15. Filing requisitions 

16. Maintaining diet records 

17. Scheduling patients and ap- 
pointments 

18. Caring for patient charts 

19. Transcribing physician's orders 

20. Tabulating routine narcotics 

21. Preparing nursing time sched- 
ules 

22. Receiving supplies 

23. Checking supplies 

24. Storing supplies 

25. Filling out supply requisitions 

26. Sending supply requisitions 

27. Receiving supply requisitions 

28. Checking supply requisitions 

29. Filing supply requisitions 

30. Distributing mail to patients 

31. Fowarding mail to patients who 
have left the unit 

32. Cleaning discharged patient's 
rooms 

33. Checking discharged patient's 
rooms 

34. Cleaning occupied patient's 
rooms 

35. Checking occupied patient's 
rooms 

36. Clean treatment rooms 

37. Checking treatment rooms 

38. Cleaning utility rooms 

39. Checking utility rooms 

40. Cleaning the nursing station 

41. Checking the nursing station 



42. Cleaning the doctor's confer- 
ence room. 

43. Checking the doctor's confer- 
ence room 

44. Cleaning the corridors 

45. Checking the corridors 

46. Cleaning the storage rooms 

47. Checking the storage rooms 

48. Cleaning the equipment rooms 

49. Checking the equipment rooms 

50. Cleaning equipment assigned 
temporarily to the unit. 

51. Requesting equipment tempo- 
rarily assigned to the unit 

52. Checking equipment temporar- 
ily assigned to the unit 

53. Cleaning equipment assigned 
permanently to the unit 

54. Checking equipment assigned 
permanently to the unit 

55. Requesting equipment assigned 
permanently to the unit 

5£. Collecting dirty linen 

57. Transporting linen 

58. Storing clean linen 

59. Checking linen levels 

60. Determining CSS supply levels 

61. Changing patient bed curtains 

62. Preparing service unit manage- 
ment time schedule 

B. Dietary 

1. Assembling trays 

2. Serving meals to patients 

3. Procuring nourishments 

4. Maintaining nourishment area 

5. Giving menu assistance to pa- 
tients who require it 

C. Transporting Patients to: 

1. Conferences 

2. Operating room 

3. Occupational therapy 

4. Physical therapy 

5. X-ray 

6. Other appointments 

7. The nursing unit on admission 

Transporting Patients from: 

8. Conferences 

9. Operating room 

10. Occupational therapy 



84/ Service Unit Management 

11- Physical therapy 

12. X-ray 

13. Other appointments 

14. The nursing unit on discharge 

D. Supplies 

1. Procuring linens 

2. Distributing linen to nursing 
area supply points 

3. Procuring CSS supplies 

4. Distributing CSS supplies to area 
supply points 

5. Procuring administrative sup- 
plies (forms, paper clips, pencils, 
etc.) 

6. Procuring patient equipment 
(suction machines, foot boards, 
hypothermia units, air pressure 
mattresses, etc.) 

E. Messenger Service 

1. Laboratories 

2. Record room 

3. Clinic 

4. Pharmacy 

5. Information desk 

6. Blood bank 

7. Other 



F. Supervisory Responsibilities: 

has responsibility for the supervision 
of: 

1. Clerks 

2. Housekeeping personnel in the 
nursing unit. 

3. Transporters 

4. Nursing (RNs) 

5. Nursing (non-professional) 

6. Dietary assistants 

7. Pharmacy aides 

8. Admitting department person- 
nel 

C. Indirect Patient Care 

(Clerical has complete responsibility 
for completing the following com- 
munications 

1. Wills 

2. Insurance forms 

3. Expiration records 

4. Incident reports 

5. Answers patient call lights 

H. Indirect Patient Care 
(Water Pitchers) 

6. Collecting water pitchers 

7. Cleaning water pitchers 

8. Filling water pitchers 

9. Distribution of water pitchers 
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